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PREFACE 


Ir has been truly said that ‘of the making of books there is no 
end. From the point of view of the maker or writer of a book 
on such a progressive subject as medical treatment there is 
literally no end to its making, for if one waited to incorporate 
in the volume only the most promising of the newer methods 
which each day brings forth the book would never be published. 
- The utmost that can be attempted is that a comprehensive 
account may be given of methods which have proved useful in 
the hands of the author up to the time of publication, leaving 
to future editions the inclusion of what shall have survived the 
test of time. 

A book on treatment, therefore, ought not to be too encyclo- 
peedic, or, as a consequence, too expensive. It ought to be 
kept up to date by frequent renewals, the old editions being 
put aside as the newer ones come out. 

In submitting this book to the consideration of their fellow- 
workers the authors do so in the hope that an experience of over 
twenty years of hospital and private practice is a sufficient 
justification for its being, and knowing that they themselves 
have often felt the need of such a book in their daily work. 

The plan of treating the subjects in alphabetical order is 
one which commends itself especially to the busy practitioner, 
to whom the time needed for going through the ordinary 
systematic treatises 1s often wanting. 

The work is issued in three parts, the first being on OBSTETRICS 
AND GYNECOLOGY, the second on MEDICINE, and the third on 
Surcery. Each volume, however, is complete in itself. It is 
hoped that the handiness of the work will be increased by thus 
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In addition to the authors whose names appear on the title- 
page, the following writers have also contributed, viz. :— 


Dr. W. Graham, Medical Superintendent, Belfast Lunatic 
Asylum, the articles on ‘ Insanity’ in its various forms. 
R. J. Craig, Esq., F.R.C.S.Eng., the articles on ‘ Hye, Har, 
Nose, and Throat Diseases.’ 
Dr. J. J. Houston, the articles on ‘Serum Treatment’ and 
on ‘ Hematology.’ 
Dr. J. A. Rankin, the articles on ‘X-Ray Treatment’ and 
‘Klectrical Therapeutics.’ 
To Dr. G. G. Macdonald I am indebted for excerpts from the 
most recent German literature, and to Dr. Stanley Upton for 
valuable hints, as well as for assistance in compiling the index. 


THE EDITOR. 


11 PoRTLAND PLACE, 
Lonpon, W., 
January 1908. 
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ABDOMINAL ENUCLEATION OF UTERINE FIBROIDS. See 
UTERINE FIBROIDS. 


ABDOMINAL OPERATIONS. Sce OPERATIONS, ABDOMINAL. 


ABDOMINAL OPERATIONS (Instruments for). See OPERATIONS, 
ABDOMINAL. 


ABDOMINAL SECTION (Drainage in).— When this is required it 
should take the form of a rubber or glass tube, alone or combined 
with gauze. Gauze alone is inefficient. If there have been many 
adhesions and oozing from extensive raw surfaces necessitating drainage, 
then the tube alone is sufficient. On the other hand, if there has 
been contamination from pus or feces, gauze will be required in 
addition to a tube. The tube affords a ready exit for fluid which is 
accumulating. The gauze is to be so arranged as to cover over any 
area which has been soiled, and thus prevent coils of intestine from 
coming directly into contact with infected surfaces. This 1s its 
primary use; its action in soaking up fluid and removing it by 
capillarity is quite secondary. The lower end of a gauze drain should 
always be spread over the whole contaminated area. The portion of 
it which leads up to and through the abdominal wound should be 
surrounded by a piece of waterproof material. The tube should 
usually be placed in the centre of the gauze. 


ABDOMINAL SECTION (Irrigation in)—Whenever much blood 
has been shed into the peritoneal cavity, or when pus or feces has 
escaped into it, during an operation, free irrigation should be practised. 
This is best done by normal saline solution at a temperature of 110° F. 
(43°3° C.). The most convenient plan is to have a strong solution made 
and boiled, and then dilute it with sterilised water to the proper strength 
of 31. of salt to the pint of water when it is required for use. Whether 
it be run in through boiled rubber tubing out of a sterilised receptacle, 
or poured in out of a sterilised jug, is not of much moment, though 
the former is the more satisfactory plan. The main thing is to use 
plenty of water, several gallons at least. 

ABORTION (Preventive Treatment).— When one or more abortions 
have occurred a careful examination of the patient should be made, 
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and the cause, if possible, determined. As a rule the existence of one 
of the following conditions will be revealed, and appropriate treatment 
can then be decided upon :— 


1. Chronic Metritis or Endometritis, with or without lacerations 
of the cervix or perineum, should receive suitable attention. 

2. Uterine Displacements, especially Retroversion and Retroflexion, 
are prone to cause abortion, not only from mechanical causes, but also 
owing to the Endometritis which is associated with them. They 
should be rectified as far as possible, the Endometritis being at the 
same time treated; and, if necessary, a suitable pessary should be 
inserted. Should pregnancy ensue, the pessary must be removed in 
the latter half of the fourth month. 

3. Syphilis is a common cause. If there is no doubt about the 
mother being affected, thorough mercurial treatment should be at 
once commenced. If, as most frequently happens, the indications in 
the mother are absent or not marked, hydrarg. ¢. creta gr.i. and 
pulv. ipecac. co. gr.i. should be given night and morning for two 
months, the amount of pulv. ipecac. co. being increased or lessened 
according to the state of the bowels, and the treatment being abandoned 
if signs of mercurialism appear. At the end of two months this line 
of treatment may be dropped until pregnancy is suspected, when it 
should be at once resumed and continued throughout the whole 
period of gestation, hydrarg. ¢. creta gr.1i., with more or less puly. 
ipecac. co., being administered night and morning. A careful watch 
for constitutional symptoms should be kept up, and whether such 
appear or not, the mercury should be discontinued for one week in 
every four. Regulation of the bowels by saline aperients or aperient 
waters may be required. Whenever it is possible to do so before 
conception has taken place, the husband should be put under 
treatment. 

4, Organic Disease, especially Renal Disease causing kidney insuf- 
ficiency, Cardiac Disease, and Hepatic Cirrhosis may require treatment. 

5, Pelvic Adhesions should be carefully examined, and if they can 
be safely interfered with, should be broken down with or without an 
anesthetic, or stretched by pelvic massage. 

6. Poisons, especially lead, or arsenic, or drugs like ergot, may 
be the cause. 

7. Violent purgatives, such as sulphate of magnesia or aloes in 
large doses, may have to be forbidden. 

8. Malaria may require treatment. 

9. Tumours, whether ovarian or parovarian, should be removed as 
soon as possible, whether pregnancy coexist or not. 
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10. Uterine Fibroids and 

11. Cancer of the uterus simply require mention. 

12. Nervous irritation of a reflex character should be remedied as 
far as it can be. 

13. Pregnancies in rapid succession will require sexual rest for a 
time. 

14. Too frequent coitus may necessitate a word of advice. 

15. Great constitutional depression, or exhaustion, from tuberculosis 
or other cause may operate through either father or mother. 

16. The high temperatures in infectious diseases should be combated. 

17. Hot climates or high altitudes may cause abortion, and neces- 
sitate a change of residence. 

Whether a cause be found or not, the following principles of treat- 
ment should be adhered to: The patient should be instructed to keep 
an accurate written record of the dates of the menstrual periods, 
including both the date of onset and date of cessation, and as soon as 
pregnancy is suspected she should be made to rest in bed for the week 
corresponding in each month to the menstrual epoch, and to abstain 
from coitus at that time. During the week in bed she should take 
Tr. Opii m.v., Sp. Aetheris m. xv., Aq. Chloroformi 3 ss. two or three 
times a day, provided that this does not interfere with any specific 
line of treatment being pursued. During pregnancy, and more 
particularly at the periods corresponding to the menstrual epochs, all 
forms of excitement and strain should be shunned. The patient should 
be specially forbidden to travel by rail or tram, or by any two-wheeled 
road vehicle.’ Vaginal syringing should only be resorted to when 
absolutely necessary, and should be done with care by means of a 
short nozzle. Where no definite cause can be ascertained the following 
should be ordered to be taken for two or three weeks out of every four 
throughout the whole course of pregnancy: B Pot. Chlor. gr. x., Acid. 
Hydrochlor. Dil. m. x., Extract. Viburn. Prunifol. Liq. 31., Aq. ad 3 ss., 
three times a day after meals. ‘To ensure success the patient must in 
all cases be prepared to abandon the pursuit of business or pleasure as 
far as may seem desirable, and to devote herself to carrying out the 
prescribed course of treatment and attending to her general hygiene. 


ABORTION (Threatened).—-If, during pregnancy, pain in the back 
comes on, the patient should go to bed at once and insert a quarter- 
grain morphia suppository. An examination should be made, and any 
pelvic condition requiring treatment remedied. At the end of twelve 
hours, should pain in the back continue or hemorrhage appear, she 
should be kept in bed, and put on Tr. Opii m.x., Sp. Aether. m. xv., 
and Aqua Chlorof. 3.ss., or on Battley’s Liq. Opii Sedativus m.x., or 
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on Nepenthe m.xv., every six or eight hours according to the effect 
produced, until all symptoms of threatened abortion have passed off. 
She should then get Sodii Bromid. gr, x., Tr. Hyoscyami 3ss., Sp. 
Chloroformi m.x., Aq. ad 3ss., three times a day, and be kept in 
bed for at least a week after the disappearance of symptoms. The 
bowels will probably need regulating by saline aperients or compound 
liquorice powder, aided, if necessary, by soap and water enemata. 
The diet should be light, and hot fluids or alcohol avoided. At the 
end of a week from the subsidence of symptoms she may be allowed to 
get up, Preventive treatment should then be commenced, and con- 
tinued throughout the pregnancy. 

In some cases of threatened abortion symptoms linger for a consider- 
able time, A slight loss of blood occurs one day and ceases, there being 
none the next day. When such a condition of alternate slight heemor- 
rhage and freedom from loss of blood persists in spite of the above 
sedative treatment, a careful examination should be made to exclude 
the possibility of tubal pregnancy. This being done, mercurial treat- 
ment should be tried if there is the least reason to suspect syphilis. 
If there is no reason for giving mercury, or if mercury has failed, the 
best treatment is a course of chlorate of potash and ergot: Kk Pot. Chlor. 
er.v., Extr. Ergot. Lig. m. xxx., Acid. Hydrochlor. Dil. m.x., Aq. ad 
2 ss., ter die ex aq. p. c. sumend. When this has been tried for a week 
without success, the uterus may be cleared out with the curette as for 
inevitable abortion. 


ABORTION (Inevitable).—An abortion pursuing a normal course 
needs no treatment. So long as the case progresses without much 
hemorrhage or other indication for local interference, rest in bed, 
thorough cleansing of the vulva and adjacent skin, together with the 
application of a sterilised perineal pad, is all that is required. Fre- 
quently, however, more active treatment will be called for on account 
of one of the following conditions, which demand early emptying of the 
uterus :— 

1. Hemorrhage must be checked without delay. As a rule it will 
be necessary to adopt temporary measures to control it while pre- 
parations for clearing out the uterus are being made. These consist 
in giving ergot and plugging the uterus and vagina. One drachm of 
the extract. ergot. liquid., or a hypodermic injection of ten minims 
of the injectio ergotae hypodermica, should at once be given. The 
vagina should be douched with 1 in 2000 corrosive sublimate solution 
and the external genitals well washed. A Sims’ speculum should then 
be passed; the uterus lowered by a vulsellum on the anterior lip ; 
and the cervical canal plugged with a strip of sterilised gauze, introduced 
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as tightly as possible by a speculum forceps or a uterine sound. On 
removal of the vulsellum the cervical plug is then to be supported 
by a vaginal tampon of the same material. These plugs may remain 
until preparations for completing the abortion are concluded, but 
they must not remain for longer than twelve hours. Meantime half 
a drachm of ergot or an equivalent hypodermic of ergotin should 
be administered every six hours. When the plugs are removed the 
ovum may be found in the vagina, in the cervical canal, or in the 
body of the uterus. (1) If it be in the vagina it should be removed, 


Fic. 1.—FLusHinG Loop CURETTE (SHARP). 


the vagina douched with 1 in 2000 sublimate solution, the Sims’ 
speculum introduced while the patient lies in the lithotomy position, 
the bladder emptied by catheter, the uterus lowered by the vulsellum, 
and its cavity thoroughly washed out with hot normal saline solution 
by means of a sharp-edged flushing loop curette (Fig. 1). (2) If the 
ovum is in the cervical canal a 1 in 2000 sublimate douche is to be 
given, the ovum removed by the finger, and the uterus washed out as 
above mentioned with the flushing curette. (3) If, on the removal 
of the plugs, the ovum is found to be still in the uterine cavity, and 
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Fic. 2.—HEGAR’S DILATORS. 


the cervix imperfectly dilated, the following proceedings must be 
adopted: The patient is placed in the lithotomy position, a vaginal 
douche of 1 in 2000 sublimate is given, the bladder emptied, the 
uterus lowered by vulsellum, and Hegar’s dilators (Fig. 2) passed until 
the forefinger will enter the uterus (Nos. 15 to 20). The flushing 
curette and hot saline solution are then brought into action, the 
delivery of the foetus being in some cases facilitated by grasping it 
in Lawson Tait’s alligator ovum forceps (Fig. 3) or a short-toothed 
vulsellum (Fig. 6), and pulling it away. When the foetus gets broken 
up in removal all the parts should be preserved, so that it may be 
certain that nothing has been left behind. After removal of the 
membranes and gentle but thorough curettage of the uterine walls, 
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plenty of hot saline solution being used, the programme is complete, so 
far as the uterus is concerned. The foregoing remarks apply to all abor- 
tions proper, 7.¢. to cases occurring before the end of the third month. 

In the case of ‘miscarriages’ or ‘late abortions’ coming on between 
the fourth and seventh months, two additional elements complicate the 
treatment, viz. the size of the foetus and 
the difficulty of separating the placenta. 
Speaking generally, the earlier the mis- 
carriage occurs the more should the treat- 
ment approach that which has just been 
described, and the later it occurs the 
more does its treatment resemble that of 
labour. When the cervix is not well 
dilated hemorrhage should be controlled 
by plugging, the membranes having been, 
if necessary, previously ruptured, and the 
liquor amnii drained off. If possible good 
dilatation should be allowed to take place 
before any attempt is made to remove 
the foetus. When the cervix is already 
fairly dilated, the membranes, if intact, 
are to be ruptured and a leg brought 
down and left to plug the cervix, delivery 
not being completed till good dilatation 
has been secured. When smart bleeding 
is going on uncontrolled by plugs, the 
cervix must be dilated to the full size of 
Hegar’s dilators (No. 25), and still further 
by the fingers till the legs can be brought 
down and the breech used as a plug for 
the cervix. In dilating in this way cau- 
tion is necessary, because serious cervical 
lacerations may be caused by the dilators 
or fingers with a resulting increase of loss 
of blood. In all cases premature extrac- 
tion of the foetus should be avoided on 
account of the risk of cervical lacera- 
tions. When the fetus has been removed, the placenta should 
be taken away by hand. Attempts at expression are painful and 
ineffectual. Removal of the placenta should be followed by the use 
of the flushing curette with plenty of hot saline fluid. This is a wise 
precaution in all cases, but is especially desirable between the twelfth 
and the twentieth week, when separation of the placenta is more 
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difficult than at any other time, and portions of it are hable to remain 
firmly adherent to the uterus. 

Whenever an excessive loss of blood has occurred, saline transfusion 
and the usual remedies for hemorrhage should, of course, be made use 
of either before or after removal of the ovum according to the neces- 
sities of the case. 

In the great majority of cases all hemorrhage ceases after the 
placenta has been removed and the uterus curetted. In a small 
minority, however, bleeding may continue from a laceration of the 
cervix or from a vessel in the uterine walls. A suture or two will 
control the former, and the holding for a few minutes in the uterus 
of a strip of gauze soaked in perchloride of iron will effectually stop 
the latter. The use of the iron is an extreme measure. 

2, Septic Absorption is another reason for hastening an inevitable 
abortion. Here plugging is out of the question, and the cervix must 
be dilated instrumentally or by hand, and the uterus cleared as soon 
us it can be without lacerating the cervix. After the liberal use of 
saline solution by means of the flushing curette, the uterine cavity 
should be swabbed with iodised phenol or liquid carbolic acid on 
a dressed Playfair’s probe. Curetting in septic cases is frequently 
followed by a rigor, and the patient’s attendant should be warned to 
expect this and to give a hot drink or a little hot whisky and water 
should it occur. When improvement does not follow curetting within 
twenty-four hours, prolonged hot saline intra-uterine douches should 
be given three or four times in the twenty-four hours, and continued 
for two or three days, each douche being prolonged for fifteen or 
twenty minutes, and given through a very large double-channelled 
uterine catheter. Meanwhile the usual general measures suitable for 
septic cases should be employed. When symptoms persist beyond 
four or five days there is usually some extra-uterine cause, such as 
a pelvic abscess, at work, and intra-uterine douching should not be 
too long persisted in if such be suspected. The hot vaginal douche 
will then be more suitable. 


ABORTION (Incomplete).— When the fcetus has been expelled and 
the membranes remain in whole or in part they should be extracted at 
once. From its anatomical condition the placenta is more likely to be 
retained in abortions occurring between the twelfth and twentieth week, 
and so removal will be more frequently required in such cases. Under 
all circumstances, however, the aim of the physician should be to 
thoroughly clear the uterus once and for all as early as he possibly can 
in cases of incomplete abortion, and thereafter to avoid any further 
intra-uterine interference unless he is absolutely compelled to resort to 
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it. Whether the case be seen soon after the partial expulsion of the 
ovum or later on, the method of procedure is the same. The patient 
should be placed in the lithotomy position, the vulva and surrounding 
skin thoroughly cleansed with soap and water and well soaked with 
1 in 1000 sublimate solution, if such has not been already done by the 
nurse. A vaginal douche of 1 in 2000 sublimate lotion having been 
given and the catheter, if necessary, passed, a Sims’ speculum should 
be inserted and a vulsellum applied to the cervix. The condition of the 
cervix should be ascertained, and, if it will not readily admit the index 
finger, it should be dilated by Hegar’s bougies until it will do so. As 
soon as sufficient dilatation has been attained an attempt may be 
made to clear the uterus with the finger. This will generally fail 
because the finger is too short to reach every corner of an enlarged 
uterus, and even when it apparently succeeds in removing all débris 
adherent particles are left. Consequently, whether the finger is able 
to get away something or not, recourse should be had to the sharp- 
edged looped flushing curette. The curette should be introduced right 
to the fundus each time it is inserted, and made to scrape the whole 
uterine cavity by a series of long, straight strokes, from fundus to 
external os. By this means the placenta is soon dislodged from its 
area of attachment, and, if it fail to come away piecemeal with the 
curette, it can be extracted with Lawson Tait’s alligator ovum forceps, 
in many cases entire. As soon as it 1s certain that the uterine surface 
is clean, a stream of hot saline solution should be allowed to run for 
a few minutes through the flushing curette held steady in the uterus, 
or through a large Bozeman’s or Budin’s intra-uterine catheter, care 
being taken that the return flow is free. ‘The vulsellum is then to be 
removed and the vagina washed out. ‘Then the Sims’ speculum 
should be withdrawn and a sterilised pad placed upon the vulva, and 
the patient returned to bed. 

After thorough curetting there is seldom any hemorrhage. If there 
should be, the uterine cavity should be swabbed with liquor ferri 
perchlor. by means of a Playfair’s probe thickly dressed with cotton 
wool. This is to be preferred to packing the uterine cavity with gauze, 
because loosely packed gauze allows the blood to trickle through it, 
and tight packing sometimes produces uterine colic and symptoms of 
collapse. The iron should not be applied if its use can be avoided, for 
the clots and sloughs which it leaves are liable to decompose and cause 
a very foul-smelling discharge. 

In the treatment of abortion the great thing to bear in mind is, that 
when the uterine cavity has been entered by gauze packing, finger, 
curette, or other instrument, it must as soon as possible be thoroughly 
cleared of all placental tissue. An untouched abortion case will seldom 
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become septic; one that has been handled frequently will, unless the 
uterus be completely emptied within the shortest possible time. 
Anezsthesia.—The operation of curetting can often be done without 
an anesthetic, but in all cases where the foetus has not come away, 
and in all where a considerable degree of dilatation is necessary, and 
in all those in which the nervousness of the patient is likely to interfere 
with the deliberate and thorough scraping of the uterus, ether should 
be given, unless exhaustion from hemorrhage or sepsis or other cause 
contra-indicates its use. Chloroform may be given instead of ether, 
but it should never be administered in septic cases. Spinal analgesia 
by means of novocain injected into the lumbar region of the spinal 
canal can be recommended in cases of valvular disease of the heart. 


ABORTION (After-treatment of).—The patient should be kept in 
bed for fourteen days under suitable general management. In 
abortion cases involution is relatively slower than in cases of full 
term delivery, and more prolonged rest is required. When early and 
thorough curetting is done practically no rise of temperature will occur 
in most cases, and the uterus should be left alone unless symptoms 
point to an accumulation of decomposing clots, when careful washing 
out with saline solution should be effected by means of a large double- 
channelled catheter. In the majority of cases in which the uterus has 
been evacuated before decomposition has set in the vaginal douche 
will not be required, but in cases where there is evidence of decom- 
position of the discharges in the vagina, and in all cases in which 
decomposition had commenced before the uterus was cleansed, the 
vagina should be douched daily with permanganate of potash solution, 
the perineum being drawn well back with the forefinger so as to 
ensure a free escape of the fluid. When a nurse is entrusted with the 
vaginal douching she should be supplied with a glass nozzle not more 
than five inches long and having several holes in its uterine end, so as 
to reduce the risk of her injecting the uterus. For a month or six 
weeks after an abortion the patient should take one of the following 
prescriptions regularly three times a day: B Extr. Ergot. Liq. m. xx., 
Quininae Sulph. gr. 11., Acid. Sulph. Dil. m. x., Aq. ad 3. ss., or B Extract. 
Ergotae (Ergotin) gr.ii., Strychninae Sulph. gr. jth ft. pil. Anzemia 
should be remedied by small doses of arsenic for the first fortnight 
and some of the milder preparations of iron for as long as necessary 
afterwards. 


The Dangers of Curetting in Abortion.—1, Sepsis may be avoided 
by careful preparation of the patient, and of the operator’s hands, 
instruments, and gauze, and by the removal of all intra-uterine débris 
with scrupulous care. 
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2. Peritonitis may be set up by perforation of the uterus or by 
rupture of a pyosalpinx or other form of pelvic abscess. Perforation 
will not occur in the hands of any man of moderate skill if the large 
loop curette recommended above be used. Neglected cases require to 
be examined specially for inflammatory deposits outside the uterine 
cavity, and to be handled with great caution, especially as regards 
lowering the uterus with the vulsellum, should such deposits exist. 


ABORTION (Induction of).—Abortion should be induced only to 
save the life of the mother. The indications are: (1) Retroflexion 
of the pregnant uterus which cannot be replaced. (2) Certain diseases 
complicating pregnancy, e.g. hyperemesis, and sometimes heart, lung, 
and kidney affections. (3) Contracted pelvis, where the child cannot 
be born alive and where Cesarean section is not for any reason likely 
to be successful. 

The method of performing the operation is as follows: Up to the 
end of the third month it will be sufficient to put the patient under 
ether and dilate the cervix up to No. 15 of Hegar’s dilators. This 
will allow the ovum to be removed with a flushing loop curette. The 
whole structure removed should be carefully preserved and examined 
before the operation is completed to see that the whole foetus has been 
got away. The uterus should be thoroughly washed out with 1 in 
2000 sublimate solution and swabbed with iodised phenol, Between 
the fourth and the sixth month the membranes should be ruptured 
by introducing a medium-sized Bozeman’s uterine catheter into the 
uterus. When the waters have drained off the cervix should he 
packed with sterilised gauze and left to dilate, morphia being given 
for pain if necessary. After the ovum has come away, the uterus 
should be washed out with the flushing loop curette and sterile saline 
solution. These operations should all be conducted with rigorous 
antiseptic precautions, and should only be done after consultation 
with another medical man and due preparation of the patient and her 
surroundings. (See ABORTION and CURETTING.) 


ABSCESS OF BREAST. Sve MASTITIS. 


AMENORRH@A.—<Absence of menstrual discharge may be due to 
defective development, atresia of the uterus or vagina, anzemia, Bright’s 
disease, phthisis, pregnancy, the atrophic stage of endometritis, or a 
former febrile illness. As soon as the patient applies for treatment 
the possibility of pregnancy must be excluded, no matter what her social 
condition or station in life may be. Pregnancy being disposed of, 
attention should be directed to the state of the lungs and kidneys, so 
that commencing phthisis or unnoticed Bright's disease may not escape 
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observation. If either of these exists it will determine the line of 
treatment. When atresia is found it will require surgical measures. 
In cases of anemia the best plan is to give Liq. Arsenicalis m. ii. 
to m. iv. three times a day for a fortnight, at the same time that 
the bowels are being kept rather free by a saline before break- 
fast or a dose of cascara at bedtime. At the end of a fortnight 
iron should be commenced. It is best given in the following form : 
BR Ferri et Ammon. Cit. 3 iss., Dec. Aloes Co. 3 vill. Ft. mist. Sg. one 
tablespoonful or less three times a day after meals. Should consideration 
for the patient’s teeth make liquid preparations of iron objectionable, 
resort must be had to Pil. Blaud. gr. v., freshly made, or Ferri Redacti 
gr.v., Glycerin. Tragacanth. q.s. ft. pil., three times a day after meals 
with a draught of water. Commencing with one pill three times a day, 
these should be increased by one each day till from nine to twelve are 
taken in the day. During this time the bowels must be kept free 
by the use of the pil. aloes et ferri at bedtime in sufficient doses. In 
cases where constipation is an obstinate feature, the pil. aloes et ferri 
may be given three times a day with the iron pills. Open-air exercise, 
good feeding—especially the free use of milk and cream—general 
hygiene, and, in some cases, massage must be used to supplement the 
action of the iron. Prolonged treatment is often required in these 
cases, and the iron tonic should be varied from time to time, different 
preparations being made use of, and a fortnight’s course of arsenic 
being interpolated every four or five weeks. Even after menstruation 
returns the iron should be continued for three months. The atrophic 
stage of endometritis is not amenable to treatment, but intra-uterine 
applications of tincture of iodine, hot douches, and glycerine tampons, 
with appropriate general remedial measures, may be tried. Amenor- 
rhoea following a chill or one of the febrile diseases may exist in anemic 
subjects and require the treatment above mentioned for the anemic, 
but it often occurs in those who are not anemic. For them hot 
hip-baths, or hot douches, and the use of the interrupted current, one 
pole being placed on the sacrum and the other in the vagina or on 
the hypogastrium, are useful adjuvants to the medicinal remedies, 
which include ergotin gr. ili. three times a day, iodide of arsenic 
gr. z';th in pill three times a day, and thyroid extract gr. v. three 
times a day. In cases where iron is not indicated these three drugs 
are the most useful, and are placed in their order of merit. If a fair 
trial of the ergotin does not do, the others should be tried in succession. 

Defective development of the generative organs is beyond our scope. 
In young women and girls hot douches or hip-baths and general 
hygienic treatment may be tried, but the result is likely to be 
unsatisfactory. 
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ANTEFLEXION (Dystocia from).—-Will require the use of Cham- 
petier de Ribes’ dilating bag. When it cannot be introduced, or does 
not act, the cervix may have to be incised or the child removed by 
Cesarean section. (See CERVIX, ARTIFICIAL OBSTETRICAL: DILATA- 
TION OF.) 


ARM PROLAPSED BEHIND HEAD (Nuchal Position).—The first 
thing is to try to draw the child’s forearm down over the occiput. 
The case then becomes one of the arm prolapsed beside the head, and 
should be treated accordingly. If it be impossible to get the arm down 
without breaking it, the hand will have to be introduced into the uterus 
and podalic version performed, the child’s arm being at the same time 
brought into proper position. 


ARM PROLAPSED BESIDE HEAD.—If the head be still free 
at the brim, the operator’s hand should be passed into the vagina and 
the arm pushed up above the head over the face. A firm abdominal 
binder should then be put on and the patient made to le on the side 
opposite to that on which the prolapse occurred. When the arm is 
prolapsed and the head already fixed in the pelvis the case may be 
left to nature, unless it is plain that delivery will not be spontaneously 
effected. Then the forceps should be used, care being taken not to 
include the prolapsed arm between the blade and the head. 


ASPHYXIA NEONATORUM. JSce StTILL-BIRTH. 


ATRESIA OF THE GENITAL CANAL.—Atresia may be con- 
genital or acquired. 

1. Congenital Atresia is only found in the vagina. It may be due 
to a thin septum at any level of the canal, or to obliteration of half, 
two-thirds, or the whole of the vagina. There may be a short vagina 
below and a small chamber above, the middle part being occluded. 
Atresia of the vagina prevents the escape of the menstrual fluid, and 
forms a barrier to sexual intercourse. 

2. Acquired Atresia may affect the vagina, the cervix, or the Fal- 
lopian tube. It is a result of inflammation, which has led to narrowing 
and adhesion of the walls of the canal. It may prevent the escape of 
the menstrual fluid, prove a hindrance to coitus, or cause difficulties 
during labour. 

Treatment consists in opening up the affected canal. When the 
labia have become agglutinated, they can be separated by forcibly 
drawing them apart under anesthesia, and making the patient wear 
a glass or vulcanite vaginal dilator (Fig. 35) until the raw surfaces 
have healed. <A few touches of the knife may be required to aid the 
separation. 
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When a vaginal septum is present it should be divided by a crucial 
incision. The four segments should then be excised, and the edges 
of the wound united by catgut sutures. The use of a vaginal dilator 
will be necessary for a time. 

When a portion of the vagina is absent, either from congenital or 
acquired causes, the operation is more difficult. It consists in making 
a careful dissection by means of a transverse wound between the 
bladder on the one hand and the rectum on the other. The sound in 
the bladder and the finger in the rectum should be frequently used 
to verify the correctness of the incision. Vaginal retractors are 
useful in exposing the upper reaches of the canal. After the operation 
the great difficulty is to keep the canal from closing. When the 
structures divided have not been very extensive, this may be done by 
getting the patient to wear a glass or vulcanite dilator for two hours 
a day for six months. On the other hand, if the incision has been 
through half or more of the total length of the vagina, the healthy 
mucous membrane above, even though it be that of the cervix, must 
be forcibly pulled down and stitched with silkworm gut to healthy 
mucous membrane below. In three weeks the use of a vaginal dilator 
should be commenced. 

The external os may have its lips agglutinated so as to cause retention 
of the menstrual fluid. The same thing may occur during pregnancy, 
causing delay in labour. This condition can usually be readily over- 
come by scratching over the site of the os with a dissecting forceps. 

When the canal of the cervix is extensively obliterated the best 
course is to draw down the cervix by a vulsellum on its anterior lip, 
incise the vaginal mucous membrane transversely, turn back the 
bladder, divide the cervix through its anterior wall by a longitudinal 
incision from below upwards until the free uterine cavity is reached. 
The cervix should then be amputated at the upper level of the atresia, 
hemorrhage stopped by catgut sutures, and. the uterine and vaginal 
mucous membranes attached to each other by silkworm-gut stitches. 

When the difficulty of keeping the genital canal open after any of 
these operations proves insurmountable, the uterus and tubes should 
be removed and the ovaries left. 

Menstrual blood retained in the vagina forms a hematocolpos; the 
same fluid retained in the uterus is called hematometra. (See HyMEN, 
DISEASES OF THE.) 

Atresia of the Fallopian Tube is acquired and may cause hydro- 
salpinx and sterility. When a hydrosalpinx is present it should be 
removed. When sterility is the important symptom the tube should 
be freed from all adhesions. If it forms a hydrosalpinx or is much 
damaged in any way it should be removed. The proximal end should 
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be divided through its upper wall for a quarter of an inch and the 
lining of the tube united to the peritoneum by a few points of catgut 
suture in the cut edges. Thus a new mouth is formed for the tube 
(salpingostomy). When there is no hydrosalpinx the tube should be 
slit up from the fimbriated end towards the uterus until the atresic 
portion has been divided. A new mouth for it should then be made 
on the proximal side of the atresia. 


BARTHOLIN’S GLANDS (Inflammation of). See VULVA, 
(ABSCESS OF THE). 


BREAST (Abscess of). See MASTITIS. 


BREECH ARRESTED (Impacted Breech).—When the breech 
remains above the pelvic brim, or when it has become jammed in the 
pelvis and fails to advance, the following is the course of procedure: 
(1) Try pressure on the fundus uteri during a pain. (2) If that fails, 
get the patient across the bed in the lithotomy position. Wash her, 
douche her, and, if necessary, pass the catheter. Then pass the hand 
into the vagina, insert two fingers into the uterus along the anterior 
thigh, seize a foot and bring it down. When the knees are extended 
in utero slip the fingers on along the thigh till they have got below the 
child’s knee. Then press upon the front of the child’s leg until the 
leg is made to flex upon the thigh and can be brought down. If an 
attempt be made to flex the leg before the fingers are below the knee, 
the femur will be broken. 

In cases in which the breech is impacted in the pelvic cavity the leg 
cannot be thus brought down. ‘Then traction must be made upon the 
groin. ‘Two fingers should be inserted into the anterior groin and 
traction made upon it in the direction of the pelvic axis. An endeavour 
should be, at the same time, made to promote anterior rotation. By 
this means the breech will be lowered so that the posterior groin will 
be available for traction. The fingers must then be hooked into the 
anterior and posterior groins alternately and used to extract the child 
by traction movements directed in the proper way. 

In cases of bad impaction even this may fail, and it will be necessary 
to resort to a fillet of sterilised gauze or bandage passed over the 
groin. A No. 12 gum-elastic catheter should be threaded with 
a piece of twine and bent, with its stilette in place, into a segment of 
a circle corresponding to the circumference of the child’s thigh. It 
should then be boiled and slipped upwards along the anterior vaginal 
wall, turned inwards over the groin, and pushed in such a direction 
that its point will come down between the child’s thighs. This will 
allow of the end of the twine with which it was threaded being caught 
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and the catheter withdrawn. A piece of boiled gauze or bandage is 
now to be tied to the twine and drawn over the groin. This should 
be manipulated well down into the groin, lest the femur be broken, 
and is then ready to be used as a powerful traction apparatus. The 
pull must always be exerted in the direction of the pelvic axis. 

When the child is dead a blunt hook should be passed up along the 
anterior vaginal wall and carefully turned until its point lies between 
the child’s thighs. It can then be used as a traction instrument, its 
point being guarded by a finger of the left hand so as to prevent it 
from injuring the mother. The blunt hook should only be used when 
there is good ground for thinking the child is dead. It is liable to 
break the femur or to lacerate the femoral vessels, and so, though 
a powerful means of extracting an impacted breech, it is too unsafe to 
be used on a living child. When there is exceptional difficulty in 
delivering a dead child, the Neville-Barnes’ axis traction forceps may 
be put on the breech and tightly screwed up, or a cephalotribe may be 
applied to the breech. 

When the breech has been got past the vulva, the management of 
an impacted case becomes that of an ordinary breech presentation. 


BROAD LIGAMENT (Lipoma of the).—These should be enucleated. 
When they are small the walls of the capsule can be trimmed away, 
hemorrhage arrested by catgut sutures or ligatures, and the edges 
sutured by catgut. When the tumour is large the edges of the capsule 
must be stitched to the parietal peritoneum at the lower end of the 
abdominal wound with catgut, a drainage tube inserted and the 
parietal wound closed. The drain can be removed within thirty-six 
hours. 


BROAD LIGAMENT (Myomata of the).—Myomata of the Broad 
Ligament, whether they arise from the round ligament, the ovarian 
ligament, or the subserous muscular layer which exists in it, should be 
removed as soon as they are discovered. The operation consists in 
abdominal section, enucleation, and, as a rule, drainage of the cavity. 
When the tumour is small the hemorrhage may he stopped by catgut 
ligatures, the capsule trimmed, and the cavity closed by interrupted 
catgut sutures. When the tumouris large the operation requires great 
care to avoid injury to uterine vessels, ureter, bladder, internal iliac 
vessels, and rectum, and is at the best attended with a high mortality. 
Drainage of a large cavity through the abdominal wound or the vagina 
or both is essential. When possible, without much strain, the capsule 
should be stitched to the parietal peritoneum. When an attempt to 
do so is likely to cause tension drainage should be effected per vaginam. 
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BROW PRESENTATION.—This must be corrected if it possibly 
can. (1) When the brow is free above the brim an attempt should be 
made to convert it into a vertex. The operator should sit beside the 
patient facing her feet. After she has been anesthetised he places 
both hands on her abdomen and grasps the shoulder and back of the 
child and draws them up out of the pelvis (Fig. 23). He then with 
one hand pushes the child’s chest towards its back, while with the 
other hand he pushes the breech forwards (Fig. 24). Finally he 
pushes the breech towards the pelvis (Fig. 25). In fact he attempts 
to bring the breech and chin as near together as he can. If 
necessary a hand can be introduced into the vagina and the head 
thereby pushed up out of the pelvis and towards the child’s chest, 
while an assistant flexes the body and pushes the breech towards 
the chin. The membranes are now to be ruptured and the flexed 
head driven into the pelvis and kept there by a firm binder. 
(2) When this fails to get or to keep the head presenting normally, 
podalic version should be at once performed before the uterus becomes 
retracted on the child. (3) If the brow be too far down in the pelvis 
to admit of its being converted into a vertex, pressure should be made 
upwards on each side of the large fontanelle during a pain, so as to 
promote descent of the chin. (4) When a brow presentation cannot 
be corrected the patient is to be kept in bed, the membranes are to be 
preserved unruptured as long as possible, and the patient is to be 
made to lie on the side to which the face looks, so as to favour rotation 
of the face forwards. When the child is dead perforation should be 
performed, unless spontaneous delivery is about to occur. 

N.B.—Forceps must never be used for a brow presentation except 
as a last chance before perforation, and not even then if the face be 
posterior. 


CANCER OF THE UTERUS. See UTERUS (CANCER OF THE). 
CARUNCLE. See URETHRAL CARUNCLE. 


CERVIX UTERI (Artificial Obstetrical Dilatation of the).—This 
is distinct from gynecological dilatation, and can be got by incision 
of the cervix or by the use of dilators :— 

1. By incision of the cervix. This method is applicable only to those 
cases in which the whole supravaginal portion is already fully dilated, 
and, as this occurs in primiparae alone, the method is practically 
restricted to them. It is indicated when the vaginal portion of the 
cervix is stenosed and will not yield to the use of sedatives and hot 
douches ; and when immediate delivery is necessary in cases in which 
the supravaginal portion is dilated and the vaginal portion is not. 
The instruments needed are a Sims’ speculum, a needle holder, 
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assorted sizes of curved needles, silkworm gut, two or three bullet- 
forceps vulsella, and half a dozen pairs of pressure forceps, and a pair 
of stout blunt-pointed scissors. The patient is to be placed across the 
bed in the lithotomy position. The vagina is to be thoroughly douched 
with soap and water and then with 1 in 2000 sublimate solution. 
After the introduction of the speculum the posterior lip of the cervix is 
to be caught at each side with bullet-forceps vulsella, and the cervix 
divided between them, as high up as the vaginal insertion, by two snips 
of the scissors. The lateral and anterior margins of the cervix are 
now to be similarly divided in succession. It may be necessary to 
make additional incisions between the first set. The child is now to 
be delivered and the placenta removed. Each incision should now be 
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closed with two or three sutures of silkworm gut. These sutures 
should be left in for fourteen to twenty days. 

2. Dilatation by dilators. There are two kinds of dilator used for 
obstetrical cases: metal dilators with expanding limbs and hydrostatic 
dilators. The first class is represented by Bozzi’s dilator, which has 
recently become fashionable, but which is to be condemned as bad 
in principle. We shall, therefore, only consider the hydrostatic 
method. The most satisfactory form of dilator on the market at 
the present time is Champetier de Ribes’. It consists of a conical 
bag made of waterproof silk (Fig. 4). Its diameter is 34 inches 
(8°75 cm.) across the base and tapers through a length of 6 inches 
(15 cm.) to one of a 4 inch (1 cm.) at the apex. It is curved to suit 
the genital canal, and holds about 22 fluid ounces. A special forceps 
for introducing it is sold with it. It is useful in cases of contracted 
pelvis where the membranes have ruptured early and the cervix is not 
dilating ; in cases of stenosis where the condition does not yield to 
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sedatives and hot douches; in some cases of eclampsia, concealed 
accidental hemorrhage, grave renal, pulmonary, or cardiac disease ; 
cases of dead and putrid foetus, and certain cases of placenta previa. 
The patient is to be placed across the bed in the lithotomy position 
and thoroughly douched. The Champetier’s dilator, having been 
boiled, is rolled up and caught in its long axis in the introducing 
forceps (Fig. 5). If the os is too small to admit the dilator, it must be 
previously dilated with Hegar’s dilators. The membranes having been, 
if necessary, ruptured, the bag is to be introduced until it lies 43 inches 
(11:25 cm.) within the internal os. The introducing forceps should 
now be unlocked, and the tube of the douche attached to the nozzle of 
the dilator, and the water allowed to run. The water should be sterile, 
as the bag may burst. As the bag fills the forceps is to be withdrawn 
with care, one blade after the other. A douche bag with a good head 
of water is the best means of filling the bag, but a new Higginson’s 
syringe may be used if the bag be not available. As soon as the 
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Fic. 5.—FORCEPS FOR THE INTRODUCTION OF CHAMPETIER DE RIBES' BAG, 


cervix is dilated to the full extent the Champetier’s bag will be 
expelled by the uterine contractions. 

When the child is at full term the dilating bag should be filled to 
its full capacity of 22 ounces. For delivery at earlier periods of 
pregnancy a less amount of water will do. Less, however, than 
15 ounces is of no use. 


CERVIX UTERI (Conical).—The hypertrophy of the cervix which 
results in conical cervix affects the vaginal portion, and hence the 
operation for removal of a conical cervix is a simpler matter than that 
for the amputation of one supravaginally hypertrophied. The patient 
is prepared and anesthetised. The Simon’s posterior speculum is intro- 
duced and the uterus lowered by the vulsellum. Curetting is then 
done. After this the lower limit of the bladder is ascertained by 
means of the bladder sound. An incision is made across the front of 
the cervix below the bladder through the vaginal mucous membrane, 
and the bladder is, if necessary, partially pushed back. The cervix 
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is then split bilaterally to the requisite extent, and the two lips re- 
moved by two transverse incisions, each removed portion having the 
form of a wedge. The uterine and vaginal mucosae are now approxi- 
mated by two to four silkworm-gut sutures and a few intermediate 
catgut ones. A vaginal dressing of gauze is applied, and this is changed 
daily and a douche given. Confinement to bed for fourteen days is 
essential. The stitches are to be removed in two or three weeks accord- 
ing to the state of union. The only danger is sepsis. 


CERVIX UTERI, Erosion of (Adenomatous Disease of).—In mild 
cases put the patient in the lithotomy position, give a 1 in 2000 
sublimate douche, pass a duckbill speculum, lower the cervix by a 
vulsellum on the anterior lip, again douche the cervix, and then scarifty 
it with one side of a bullet-forceps vulsellum (Fig. 6), opening up any 
distended Nabothian follicles that may be seen. Then allow the uterus 
_ to retract with the vulsellum still on it, and irrigate the vagina with 
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Fic. 6.—BULLET-FORCEPS VULSELLUM. 


1 in 4000 sublimate solution, the speculum having first been removed. 
When hemorrhage has ceased apply iodised phenol on a Playfair’s 
probe to the whole eroded surface and cervical canal. Then insert a 
glycerine tampon after removal of the vulsellum. The tampon is to be 
removed next day, after which the patient is to douche daily with BR 
Zinci Sulph. 3ss., Aluminis Ziss. Ft. pulv. Sg. one teaspoonful in a 
pint of water to be used night and morning as directed. Subsequently 
iodised phenol should be used twice a week till the erosion shows the 
white line of healing at its edge, and after that dry boric powder should 
be applied ondry tampons twice weekly. At the same time the general 
health should be attended to. Iron and aloes will suit most patients. 

In severe cases polypi should be twisted off, the erosion and cervical 
canal curetted, and, after bleeding has ceased, the solid stick of nitrate 
of silver should be applied to the whole surface and a glycerine tampon 
inserted. The patient must remain in bed for two or three weeks and 
have iodised phenol applied twice a week till healing commences. 
Thereafter dry boric tampons should be used. 
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- CERVIX UTERI (Hypertrophy of the).—The treatment is SUPRA- 
VAGINAL AMPUTATION. The instruments necessary are Simon’s specula 
(anterior and posterior), a vaginal retractor, uterine sound, uterine 
dilators, curette, Bozeman’s catheter, toothed dissecting forceps, scalpel, 
curved and straight needles, needle-holder, pressure forceps (six pairs), 
straight scissors (long and short), bladder sound, and speculum forceps. 
Having been duly prepared the patient is anesthetised and douched. 
The uterus is first dilated and curetted and washed out. The cervix 
having been lowered by the vulsellum, the situation of the bladder with 
regard to it is determined by means of the bladder sound. An incision 
is then made across the front of the cervix below the bladder. The 
bladder is pushed back from the cervix. The incision is then carried 
round the sides and back of the cervix, if necessary into the peritoneal 
cavity behind. The uterus is well lowered and the uterine arteries 
secured by catgut ligatures, after which the lateral attachments may 
be freely divided as high as is necessary. The cervix is then cut 
across and removed. A few silkworm-gut sutures serve to unite the 
vaginal edge of the wound with the uterine tissue, and catgut sutures 
and ligatures are applied to any small vessels that may bleed. -A 
sterilised gauze dressing completes the operation. The patient remains 
in bed for fourteen days, and is douched and dressed every second day 
for about three weeks, when the stump will be fairly healed. Where 
the peritoneal cavity has been opened it will be necessary to close it 
when stitching the vaginal mucous membrane to the uterus. The 
risks are not great, but include :—Injuries to bladder or ureters, injury 
to the rectum, hemorrhage, and inflammation. 


CERVIX UTERI (Lacerations of the).—These are dealt with by 
trachelorrhaphy or by amputation of the cervical lips according to the 
indications in each case. The instruments necessary are Simon’s 
specula (anterior and posterior), a vaginal retractor, two vulsella, a 
uterine sound, a set of uterine dilators, curette, Bozeman’s uterine 
catheter, toothed dissecting forceps, scalpel, curved needles, needle- 
holder, six pairs of pressure forceps, scissors, bladder sound, and 
speculum forceps. As a preliminary preparation a hot 1 in 2000 
sublimate douche is given night and morning for two days before 
operation, and the bowels are attended to if necessary. On the morn- 
ing of operation the bowel is emptied by a large salt-and-water enema, 
and the patient is afterwards carefully washed and douched. A hot 
sublimate douche is given immediately before the knife is used, and 
irrigation with hot sterile normal saline solution is practised during 
the operation. With the patient under anesthesia in the lithotomy 
position the posterior Simon’s speculum is passed, and the uterus 
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lowered as far as necessary by a vulsellum on each cervical lip. The 
uterus should then be dilated and curetted, and washed out. A strip 
of gauze is to be inserted right to the fundus, and twisted so as to 
form a firm cord lying in the cervical canal. So far all lacerations are 
treated in the same way, but thenceforth a somewhat different form 
of operation will be required for each kind of laceration. 

1. Single lacerations. With toothed dissecting forceps and scalpel 
a flap is dissected off the torn edge of, first the posterior lip, and then 
the anterior, while the assistant 
holds the lips widely apart by the 
vulsella (Fig. 9). Two or three 
silkworm-gut sutures are now 
introduced, all clot removed, the 
lips brought together by the vul- 
sella, and the sutures tied. Their 
ends are left long and knotted 
together. When the strip of 
gauze has been withdrawn from 
the uterus, the vagina is douched, 
dried, and lightly packed with 
sterilised gauze. On the second 
or third day the gauze is with- 
drawn, 2 sublimate douche given, Fic. 7.*—TREATMENT OF LACERATIONS OF 
and a new dressing inserted. THE CERVIX, 

This is removed in four or five The shaded (hypertrophied) portions are cut 
days and a sublimate douche away. The vaginal portion d is to be united 
given, unless much discharge by silkworm-gut sutures to the endometrium 
appears, when the gauze is re- a Ss Bat Seno) e 

moved sooner, and its removal followed by a douche. During 
the second week no gauze need be used, but a douche of 1 in 4000 
sublimate should be given once a day with a short nozzle, so as not to 
disturb the healing parts. In fourteen days the stitches are removed, 
and in two or three days later the patient may sit up. Often a 
longer period in bed is advantageous when there is much chronic 
uterine enlargement. 

This is generally described as Emmett’s operation. 

2. Double lacerations are repaired in the same way as single ones 
(Fig. 9), unless the cervix is greatly hypertrophied, when it should be 
removed. Those cases which are characterised by much eversion of the 
mucous membrane should be subjected to Schroeder’s operation. This 
is really an excision of the hypertrophied lining of the cervix, and of 
the lower end of the cervical tissues beneath it, and the formation 


* From Pryor’s Gynecology. Copyright 1903 by D. Appleton and Co. 
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of two flaps (Fig. 7), consisting of the vaginal surfaces of the anterior 
and posterior lips, which are each turned up and stitched with silk- 
worm gut to the endometrium 
(Fig. 8). When the hypertro- 
phied cervix has become hard 
and cicatricial the easier plan of 
Simon or Markwald should be 
employed to remove it. This 
consists in amputating the lips 
so as to remove a wedge from 
each and leave on each two 
flaps of equal size, which are 
approximated by suture. Cases 
Fic. 8.*—TREATMENT OF LACERATIONS requiring amputation and com- 

OF THE CERVIX, plicated by cystocele should be 


Showing method of forming new external os > ; 
after the hypertrophied lining of the cervix done by Kehrer’s method. This 


has been cut away. is the removal of a wedge of 

the anterior lip by antero- 
posterior incisions, leaving two equal lateral flaps to be united. Its 
advantage is that an anterior colporrhaphy can be readily combined 
with it. The posterior lip is dealt with by Simon’s method before the 
Kehrer’s amputation of the anterior is commenced. Subsequent treat- 
ment is the same in all these cases as after repair of the cervix. 


CERVIX UTERI (Sarcoma of the).—The method of removal is the 
same as that for Sarcoma of the Corpus. (See UTERUS, SARCOMA OF.) 


CESAREAN SECTION.—The child is to be removed through an 
incision in the abdominal wall and in the uterus under the following 
circumstances :— 

I. Absolute Indications. (1) Solid tumours, irremovable, and block- 
ing the pelvis, ¢.g. osteomata and enchondromata of the pelvic walls, 
myomata of the uterus, cancer of the cervix, or ovarian tumours. 
(2) Contraction of the pelvis, in which the true conjugate is 24 inches 
(5°6 cm.) or less. (3) Extreme cicatrisation of the vagina, which 
cannot be overcome without rupture of other organs. 

Il. Relative Indications. (1) Solid irremovable tumours of the pelvis, 
uterus, or ovaries, in which the child is alive, but could be delivered 
by craniotomy or by embryotomy with safety to the mother, who 
desires the child’s life to be spared. (2) Lesser degrees of pelvic 
contraction (24 to 34inches in the true conjugate) (5°6 to 8:1 cm.) 
where the child is alive, but incapable of being delivered alive by 


* From Pryor’s Gyecology. Copyright 1903 by D Appleton and Co. 
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the induction of premature labour, version, or symphysiotomy, and 
where the mother desires its life to be spared. 

The operation is to be undertaken before the membranes have 
ruptured and after labour has commenced. It may be quite safely 
done before labour has set in. If possible there should be three 
assistants: one to give the anesthetic, one to look after the child, and 


Fic, 9.*—TREATMENT OF LACERATIONS OF THE CERVIX (EMMETT’S OPERATION). 


A strip of tissue has been removed from each lip, leaving two raw surfaces on 
each side, which are united by suture as shown. 


one to assist the operator. The patient should be prepared as for 
abdominal section. The steps of the operation are as follows: The 
abdomen is to be opened by an incision about eight inches long, 
two-thirds of it being below, and one-third above, the umbilicus. 
The uterus now bulges into the wound. It is to be surrounded by 
large gauze pads, packed in so as to prevent the blood from gaining 


* From Kelly’s Operative Gynecology. Copyright 1903 by D. Appleton and Co, 
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access to the abdominal cavity, A longitudinal incision, about six 
inches (15 cm.) in length, is now to be made in the centre of the uterus. 
If the membranes are come upon, they are to be opened, and the child 
rapidly extracted. If the placenta be exposed, it is to be cut through 
and the child removed through the opening. The child is to be re- 
moved by the head or feet, as may be most convenient. The cord is 
to be clamped with pressure forceps and divided. A few minutes 
may now be allowed to elapse in order that the uterus may have 
time to contract, while the table is being put in the Trendelenburg 
position. The assistant puts his fingers into the upper angle of the 
uterine wound and draws the whole uterus towards the patient’s head, 
at the same time keeping the abdominal walls pressed against the sides 
and fundus of the uterus. The operator proceeds to turn out the 
placenta and blood-clot with his hand, and passes his fingers through 
the cervix to make sure that it is patent. He then washes out the 
uterus with the flushing curette and saline solution, the assistant 
meanwhile holding the uterus well up towards the patient’s head 
to prevent the fluid from running into the abdominal cavity. In 
most cases there is no trouble with hemorrhage, but when there is, 
the assistant should grasp the lower uterine segment as low down as 
possible when the placenta is being removed. The uterine incision 
is to be stitched up with interrupted sutures of catgut which has been 
subjected to the action of formalin and afterwards boiled, the sutures 
going through the whole thickness of the uterine wall except the 
mucous layer. These stitches should be one centimetre (two-fifths of 
an inch) apart, and should be tightly tied. Over them a series of 
interrupted sutures of fine boiled silk should be inserted, including 
only the peritoneum and a little of the muscular tissue. The catgut 
should be such as will last twenty-one days. Finally, the peritoneal 
cavity is to be cleansed and the abdominal wound closed. The 
subsequent treatment is the same as after an abdominal section. The 
stitches are not to be removed for two to three weeks, and the patient 
is not to be allowed up for at least three weeks. 


CHORION, Cystic Disease of the (Hydatidiform Mole).—As soon as 
this condition is discovered the uterus should be promptly evacuated. 
The cervix should be dilated if necessary. The mass of hydatidiform 
material should be removed by the fingers or by the flushing curette, 
but, whichever method be adopted, the uterus should be carefully 
washed out with the flushing curette so as to make sure that no 
chorionic tissue is left. This is most important on account of the 
tendency for such chorionic degeneration to be followed by Deciduoma 
Malignum (Syncytioma Malignum). In curetting extreme care is 
necessary lest the uterine walls be perforated. ; 


CONSULTING ROOM 25 


CHORIONEPITHELIOMA. Sce DEcIDUOMA MALIGNUM. 


CLEIDOTOMY.—The operation of division of the clavicles may be 
resorted to as a substitute for Evisceration in cases in which the 
shoulders obstruct delivery. It is indicated by impaction of the 
shoulders, where delivery cannot be accomplished even after the arms 
have been brought down. 

The instrument required is a pair of stout blunt-pointed scissors. 

The fingers of the left hand are to be passed into the vagina, and 
placed upon the clavicle. Under the protection of the fingers the 
scissors are to be passed up. The middle of the clavicle is then to be 
divided by successive snips, care being taken that only the skin and 
bone is divided. Traction should now be made to see whether delivery 
can be accomplished. If it cannot, the other clavicle is to be divided. 
Traction on the arms and pressure on the fundus will now succeed in 
delivering the foetus. 


CLITORIS (Diseases of).—Carcinoma. Under deep anesthesia an 
incision should be made above the clitoris and the parts turned down, 
so that the crura can be completely detached from their bony connec- 
tions. Hemorrhage can then be controlled and the wound closed by 
a series of supporting sutures of boiled silkworm gut, supplemented 
by intermediate catgut stitches. 

lephantiasis requires removal in the same way as Carcinoma. 

Inflammation may cause adhesion of the prepuce to the glans and 
consequent retention of smegma. Separation of the adhesions, 
followed by irrigations with an antiseptic solution, and the applica- 
tion of unguent. zinci is the remedy. Subsequent attention to clean- 
liness will be required to prevent recurrence. 

Chanere will require anti-syphilitic treatment. 


COLPOCLEISIS.—Colpocleisis, or closure of the vagina, is sometimes 
done for the relief of incurable vesico-vaginal fistula. It consists in 
obliterating the vagina below the fistula so as to make its upper part 
form, as it were, a diverticulum of the bladder. A circular flap is 
dissected up from the vagina all round. Its edges are brought 
together by catgut sutures. The raw surfaces from which the flap 
was raised are then brought into apposition by silkworm-gut sutures. 
A retention catheter is worn for seven days and the patient keeps her 
bed for three weeks, when the silkworm-gut stitches are removed. 


CONSULTING ROOM (Arrangement of the).—Whether the 
gynecologist practises as a specialist and consultant, or whether 
he combines his special work with general medical and surgical 
practice, it is essential that his. consulting-room or office should 
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be well appointed. The ideal arrangement is to have two rooms. 
One of these should be for the preliminary interview and for the 
more superficial examination of the patient. It should be carpeted, 
and should contain a writing-desk with locked drawers, and a locked 
bookcase for the reception of case-books and letters ; a suitable office 
chair; at least three chairs for the patient and her friends; a small 
table or dumb-waiter for instrument trays; and an ordinary surgical 
couch. The light should be good, north light for preference. The 
room should not be overlooked, and the window should be filled in 
whole or in part with glass which will freely admit light, but will not 
allow outside objects to be seen through it. Proper arrangements 
for heating and ventilation are necessary. If electric light can be 
had it is to be preferred. The lamps should be arranged so as to 
give good illumination of the patient as she lies on the couch. Wall 
plugs should be provided, so that hand or head lamps can be used for 
examinations per speculum. When gas or oil is the illuminant, as good 
an arrangement of lights as circumstances will permit should be 
secured. A good wash-hand basin with pedal taps should occupy an 
unobtrusive place in the room. Where there is no water laid on ample 
room should be provided for a large supply of hot and cold water and 
for the reception of dirty water. The more this room approaches the 
appearance of a study or small library the more likely is it to allay 
the nervousness of a patient at her first interview. 

The second room should adjoin the first, but should be of a totally 
different character. It should closely resemble a modern hospital 
operating theatre in many ways. The floor should be tiled, or in 
some way made impervious to water. It should, if possible, slope a 
little towards one side of the room, at which there should be a small 
opening to convey water spilled on the floor to the open air. The 
room should contain an instrument press of glass and enamelled iron ; 
a large and a small table of glass and enamelled iron for instruments ; 
an enamelled iron stool; two white enamelled chairs; a Schroeder- 
Veit examination chair for the patient, or a modification of it made 
in wood ; and an enamelled iron douche-stand and douche-can to hold 
two or three quarts. The walls should be smooth and enamelled, or 
otherwise finished, so that they may be washed down. The light 
should be good, and should, if possible, be admitted by a lantern on 
the roof as well as by side windows. A north light is to be preferred. 
The room should not be overlooked, and the glass should be such as 
will not allow the patient to see out while it permits the hght to 
enter freely. Heating, ventilation, and lighting should receive due 
attention, Owing to its convenience for use with hand or head lamps 
the electric light is to be preferred. In any case the lights should be 
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arranged to suit the situation of the couch, which will be determined 
by the position of the windows. Where electricity is available, an 
arrangement for charging accumulators should be fitted up. A large 
pedal-tap basin, with instrument drainer, should be provided, or the 
best substitute procurable should be got. An ample supply of hot 
and cold water is essential. A few plate-glass shelves on metal 
brackets are useful for bottles. In one corner of the room a low 
bench of white-glazed fire-brick should be built. It should be about 
4 feet long, and about 22 inches broad and 20 inches high. It is 
for the support of three bunsen burners, one for the dressing steriliser, 
a second to heat the fish kettle for boiling instruments, and a third, 
of small size, for boiling urine in test-tubes. Near this the urine- 
testing stand should be placed. Over the sterilisers a sheet-iron 
canopy should project, and, from its highest point, a funnel should 
lead the steam into the open air. A wooden bench covered with 
_ sheet-iron may be used as a substitute for the white-glazed brick one 
above described. This room serves as a place for the nurse in wait- 
ing, as a place for the preparation and storage of instruments, and as 
a convenient place for thorough examinations of patients in the 
lithotomy position, for douching, applying pessaries, and performing 
such small operations and local therapeutic measures as may be 
desirable. Adjacent to it there should be a water-closet and a wash- 
hand basin for the use of patients, and a small store-room for dressings, 
instrument bags, and portable sterilising apparatus. 

When a patient appears on the scene the programme is as follows :— 
She is shown into the room first described, and notes of her case are 
taken. She is then told to undress, and the nurse is summoned by a 
touch of the bell which rings in the second room. The nurse brings 
with her on a tray, covered by a sterile cloth, the instruments usually 
needed for a gynecological examination. The patient is undressed 
and placed on her back on the couch, where she is thoroughly ex- 
amined from the head down. She is then turned on her left side 
and put in the semi-prone position while a vaginal and, if necessary, 
rectal examination is made. After this she stands up for examination 
of the back in the erect posture. She is then taken into the second 
room, where she is made to pass urine into a clean vessel, having 
been previously cleansed of any leucorrhceal or other discharge she 
may have. After this she is placed in the lithotomy position and 
examined as thoroughly as may be necessary. Finally she returns to 
the first room to dress, while the gynecologist remains in the second 
room to test her urine. Having done so he rejoins her, completes 
his notes, and gives her the necessary instructions before concluding 
the interview. (See also EXAMINING PATIENTS, INSTRUMENTS FOR.) 
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CRANIOTOMY.—Since the mortality of Cesarean section has been 
so much reduced as it has recently been, the indications for perform- 
ing a cutting operation on the head of the child have been greatly 
limited. It is still necessary to perform craniotomy under the follow- 
ing conditions :— 

1. When the child is dead, and the extraction of the head, without 


its having been previously diminished, is likely to be dangerous to the 
mother. 


Fig. 10.—DENMAN’S PERFORATOR. 


2. When the child is alive, but could not be extracted alive, and 
Cesarean section is not for any reason advisable. 

The instruments needed are a perforator of the old-fashioned 
pattern (Fig. 10), a cephalotribe (Fig. 11), a craniotomy forceps 
(Fig. 12), and a large Bozeman’s uterine catheter. 

To permit of the operation being performed the following conditions 
are necessary: (1) The pelvis must have a true conjugate of not less 
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Fic. 11.—-CEPHALOTRIBE, 


than 24 inches (5°5 em.). (2) The cervix must be sufficiently dilated 
to easily admit three fingers. (3) The head must be fixed or held 
by an assistant. 

The patient should be placed across the bed in the lithotomy 
position, aneesthetised, washed, and douched. A careful examination 
should then be made, and, if necessary, the bladder should be emptied 
by catheter. Then proceed to the steps of the operation :— 

1. Perforation. Pass two fingers into the vagina, and press them 
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against the presenting head. Slide the closed perforator upwards 
along the palmar aspect of the fingers until its point touches the 
head (Fig. 13). Under the guidance of the fingers push it through the 
presenting part, whether it be bone or suture. The pressure should be 
made perpendicular to the surface, lest the instrument slip and wound 
the mother. As soon as the perforator has penetrated to the shoulder, 


Fic. 12.—CRANIOTOMY FORCEPS. 


its blades should be separated as far as possible, making a cut in the 
child’s skull. The instrument should now be withdrawn, turned at 
right angles to its former position, and again pushed through the 
calvarium, and opened, making another cut at right angles to the 
first. 


Fic. 13.*—-METHOD OF PERFORATING HEAD. 


The form of perforator shown in this illustration is not the one 
recommended for general use (see Fig. 10). 


2. Evacuation. Now attach the large Bozeman’s uterine catheter 
to the tubing of the douche, and introduce it into the opening in the 
child’s head. Move it about freely so as to thoroughly break up the 


* From Williams’s Ods¢etrics.. Copyright 1903 by D. Appleton and Co, 
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brain. In particular, break up the medulla oblongata. Having done 
this, turn on the stream of 1 in 4000 sublimate lotion and-wash out 
the brain tissue. In a few minutes all fragments of brain matter will 
be thus evacuated. 

3. Compression. The blades of the cephalotribe are now to be 
applied in the same way as the blades of the forceps, and, after they 
have been locked, are to be screwed as tightly as possible together. 
If the pelvis be not very small, the head can now be extracted by 
pulling upon the cephalotribe. If this be not possible, we proceed to 
the next step. 

4, Hzxtraction. Remove the cephalotribe and grasp the skull in 
the neighbourhood of the perforation with the craniotomy forceps. 
Having obtained a secure hold, make traction in the direction of the 
axis of the pelvis, at the same time favouring any tendency to rota- 
tion that the head may show. An endeavour should be made to 
imitate as closely as possible the mechanism of natural labour. If 
there be any difficulty in thus extracting the child’s head, the scalp 
must be pushed back from the bones by the finger, and the separate 
bones grasped with the craniotomy forceps and pulled and twisted out, 
care being taken that the mother’s soft tissues are not damaged by 
the sharp edges of bone while this is being done. The head can thus 
be removed piecemeal without danger to the mother. 

Craniotomy im face presentations is performed as above described, 
except that the perforator is to be introduced through one of the 
orbits, or, if that cannot be managed, through the roof of the mouth. 

Craniotomy on the after-coming head is to be thus performed: Draw 
the body of the child forcibly forwards so as to bring one of the 
lateral fontanelles within reach. While an assistant holds the child 
in this position, the operator places his fingers upon the child’s head 
behind the ear and introduces the perforator along them. Sometimes 
it will be found easier to perforate through the occipital bone, and 
then the child is to be drawn forcibly backwards and held by an 
assistant, while the operator slips the fingers of the left hand between 
the symphysis and the occiput, and perforates through the highest 
point which is protected by the fingers. The subsequent stages are 
the same as in perforation of the fore-coming head. 


CURETTING (Curettage).—In addition to its other uses, which are 
described under their various headings, the most efficient means which 
we possess of treating metritis is curetting (or curettage). This is really 
a combination of methods, being preceded by the cleansing of the uterine 
cavity, and followed by the application of caustics or styptics. The 
sharp loop is to be preferred to the blunt (Fig. 14). A week or ten 
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days before a menstrual period is a very suitable time, especially when 
dysmenorrhcea complicates the disease. The question of anzsthesia 
depends on the amount of dilatation needed, or on the nervousness 
of the patient. A 10 per cent. solution of cocaine in sterilised water 
applied to the cervix and cervical canal for ten minutes beforehand 
has considerable effect in lessening the pain. A strip of gauze soaked 
in the cocaine solution should be pushed into the os and packed round 


Fig. 14.—SHaRP Loop CURETTE. 


the cervix. In the majority of cases general anesthesia is desirable in 
order that the operation may be carefully and thoroughly performed. 
Preliminary vaginal douching night and morning for two or three days 


Fic. 15.—UTERINE SOUND. 


with 1 in 2000 sublimate solution is essential for safety. It may be 
done by the nurse. The operation may be performed with the patient 
on her left side, but the advantages of the dorsal. position are so great 


Fic. 16.—DuNCAN’s DILATORS, 


that it should be universally adopted. The steps of the operation are 
as follows: When the patient has been placed in position, the vagina 
is scrubbed with soap and water and a toothbrush. ‘Green soap,’ 
which has been sterilised by half an hour’s exposure to high-pressure 
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steam, is to be preferred. When a douche of 1 in 2000 sublimate 
solution has been given, the Sims’ speculum is introduced, the cervix 
lowered by the vulsellum, and the sound (Fig. 15) passed to ascertain the 
direction and length of the uterine canal. If the canal be wide enough 
to admit No. 16 of Duncan’s dilators (Fig. 16), the curette may be 
used without dilatation. If it is not wide enough, dilatation must be 
done. This is best accomplished by long-handled dilators, such as 
Duncan’s, because the length of the handle and the curve enable the 


as 


Fig. 17.*—FLUSHING THE UTERUS THROUGH A BOZEMAN’S CATHETER, 


instrument to be introduced with the least possible disturbance of the 
uterus. Shorter dilators, such as Hegar’s, necessitate more descent of 
the uterus. In most cases dilatation beyond No. 16 Duncan is accom- 
panied by laceration, and should only be resorted to in cases of uncer- 
tain diagnosis, where the introduction of the finger is essential. Dilata- 
tion is followed by flushing the cavity through a Bozeman’s catheter 
(Fig. 17) with an antiseptic solution, such as 1 in 2000 sublimate. Then 
the curette is applied, and, with a sharp instrument, the force must be 
modified to suit the state of the case in hand. The scraping should be 


* From Pryor’s Gyzecology. Copyright 1903 by D. Appleton and Co. 
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done from above down, the curette being carried right to the fundus, 
and then drawn down the uterus and out of the cervix at each stroke, 
so as to bring out the endometrium removed. The direction and size 
of the uterine canal must be borne in mind during both the dilating 
and curetting, and the fundus should be scraped by a few cross strokes 
after the sides have been done. The next step is to wash out the 
débris by means of a double-channelled catheter. The uterine cavity 
is now packed with sterilised gauze by the uterine forceps (Fig. 18) 
or probe, in order to dry it out (Fig. 19). The Playfair’s probes are 
then dressed with cotton wool and dipped in perchloride of iron, or 
in iodised phenol, and, as soon as the gauze is withdrawn, inserted 
into the uterine cavity, the perchloride of iron being used when 
bleeding is free, the iodised phenol when it is slight. Irrigation of 
the vagina follows, and a vaginal tampon of sterilised wool or gauze 
is introduced. The tampon may be left in for two or three days. After 
_ its removal weak sublimate douches (1 in 4000) are given by the nurse 


Fic. 18.—UTERINE FORCEPS. 


once a day for a week, care being taken that no residue is left in the 
vagina, lest symptoms of mercurialism be set up. The patient remains 
in bed for ten days. At the end of that time further treatment will be 
unnecessary in the milder cases, but in the more severe and chronic — 
forms intra-uterine treatment by iodised phenol or tincture of iodine 
will have to be kept up for a variable time, according to the amount 
of hypertrophy of the uterine walls. Preliminary dilatation by 
laminaria or other form of tent is quite unnecessary. 


Dangers of the Curette.—(1) Perforation. A good many instances 
have been published, and the accident has happened to most men who 
have performed the operation many times. It is most likely to occur 
when the exact curve of the uterine cavity is not continually borne in 
mind during the operation, hence the necessity for carefully passing the 
sound before commencing to dilate or curette, so as to ascertain the 
exact direction and length of the uterine cavity. The accident is 
practically free from danger when the operator recognises what has 
occurred, and desists from further treatment. (See UTERUS, PER- 

C 
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FORATION OF THE.) (2) Hemorrhage is only an occasional result, and is 
more likely to follow an imperfect curetting than a thorough one. The 
possibility of its occurring is sufficient to make it prudent to have the 
patient in bed when it is done rather than to allow her to come to the 
consulting-room for the operation. (3) Peritonitis will rarely follow 
the operation when it is done intelligently. It is seldom severe, 


a 
| 


Fig. 19.*—PacKING THE UTERUS WITH GAUZE BY MEANS OF A PROBE. 


The uterine forceps (Fig. 18) can also be used for this purpose. 


though fatal cases sometimes occur. Usually it follows a curetting done 
in an unsuitable case, where there is pus in the tubes or in the pelvic 
cavity, which has either not been recognised or has been regarded too 
lightly. ‘The use of the curette is not the dangerous item, but the 
moving about of the uterus and appendages which accompanies the 
curetting. Careful selection of cases, and extreme care in handling 
doubtful cases, will make it a thing of infrequent occurrence. 


CYSTITIS.—Preventive treatment is very important. All causes 


* From Pryor’s Gynecology. Copyright 1903 by D. Appleton and Co, 
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which predispose to inflammation of the bladder should be avoided, 
such as prolonged retention of urine (a common indiscretion among 
women and girls), incomplete evacuation of the bladder, and congestion 
of the mucous membrane (the result of exposure to cold, sexual excess, 
active diuretics, cantharides, or alcohol). Other predisposing causes 
require early removal, such as foreign bodies, calculi, and tumours. 

The determining cause of cystitis is bacterial infection, and here again 
preventive treatment is of supreme moment in many cases. The 
organisms concerned are the diplococcus and the urobacillus lique- 
faciens, both of which decompose urea, and the various pyogenic 
bacteria, such as colon bacilli, staphylococci, streptococci, pneumococci, 
and gonococci. .The bacillus coli communis is found in nearly one- 
half of all the cases. It is rare to find a single species. Most 
frequently the colon bacillus, urobacillus, and staphylococcus are 
found associated. The urethra is by a long way the most important 
-route of infection. The short female urethra is prone to transmit 
organisms in the conditions which attend the puerperal state and 
under other circumstances when there has been an attack of urethritis. 
On this account the most extreme care is necessary in the use of the 
catheter or bladder sound. Before an instrument is passed into the 
female bladder the urethra and Skene’s glands should be examined for 
pus by stroking the urethra downwards with the point of the fore- 
finger in the vagina. Should pus be found, the anterior half-inch of 
the urethra should be irrigated with 1 in 2000 sublimate solution. 
Under any circumstances the vulva, and particularly the vestibule, 
should be well washed with soap and water, and then bathed with 1 in 
2000 sublimate lotion before the instrument is passed. The boiled 
instrument should be handled with gloves which have been boiled. It 
must.be passed by sight, so as to avoid the risk of its point being con- 
taminated by accidentally touching the vagina or clothes. 

Curatwe treatment. When an attack of acute cystitis comes on the 
patient should be confined to bed with the lower limbs and pelvis 
raised. Hot fomentations over the hypogastrium and vulva and 
perineum are comforting. Hot sitz baths, as hot as can be borne, are 
useful. Pain and spasm require full doses of henbane, and in some 
cases morphia hypodermically injected. Large quantities of barley 
water, or of milk and barley water, should be drunk. The following 
prescription suits the majority of patients: B Pot. Citrat. 31. Urotro- 
pin 3 iss., Tr. Hyoscyami 311, Infus. Buchu ad 3 viii. M. ft. mist. 
Sg. one tablespoonful in water every six hours. It is important to 
remember that old people bear henbane badly. Sulphate of sodium 
should be used to promote a free evacuation of the bowels every day. 

As the very acute symptoms pass off, fresh white fish, chicken, milk 
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puddings, tea and toast, and fruit may be added to the dietary. The 
total amount of fluids must be large. At this stage the benefit of 
bladder antiseptics is best seen. If the urotropin is not satisfactory, 
salol, gr.v., every four hours, or boric acid, gr.x., thrice daily, may 
be given alone. The boric acid is liable to upset the stomach. 

N.B. Unless retention of urine necessitates the use of the catheter, 
there should be no interference with the bladder in acute cystitis. 

In the acute stage of cystitis the important things are rest, relief of 
pain and spasm, and the inhibition of bacterial growth in the bladder. 

When cystitis is chronic, and in women this is the most frequent 
form of the disease, the first thing is to find out the state of the interior 
of the bladder, particularly whether there is ulceration, or stone, or 
a discharge of pus from one or both kidneys. Thickening and tender- 
ness of the ureters, as felt on vaginal examination, are important 
guides in these cases, as the thickening is almost invariably tubercular 
in origin. The bladder should be examined with the cystoscope, or 
with the bladder speculum, and the presence or absence of ulceration, 
stone, or pyelitis noted. A large proportion of cases of chronic cystitis 
in women show ulceration of the bladder. At the same time a catheter 
specimen, caught in a sterile bottle, should be submitted to a bacteri- 
ologist, with the view of deciding the nature of the infecting organisms. 
Further treatment will depend on the results of the cystoscopic and 
bacteriological examinations. 

When there is non-tubercular ulceration the ulcer should be swabbed 
through the bladder speculum with 5 per cent. nitrate of silver solution 
under anesthesia. Subsequently the bladder should be washed out 
every second day with a $ per cent. nitrate of silver solution. This 
is done by passing a catheter with tubing and funnel attached, and 
first irrigating the bladder with sterile water. When this has all been 
run off about two to three drachms of a 2 per cent. cocaine solution 
should be passed in and retained for three to five minutes. One grain 
of hydrochloride of cocaine in each drachm of distilled water gives 
approximately a 2 per cent. solution, The cocaine having been 
allowed to flow out, two or three ounces of a 3 per cent. solution 
of nitrate of silver (two grains to the ounce of distilled water) should 
be introduced and retained for five minutes. When the nitrate of 
silver solution has run out, the bladder should be rinsed out three times 
with sterile water, about two or three ounces being used each time. 

When there is no ulceration the best treatment is to wash out the 
bladder as above described with nitrate of silver every second day, 
the swabbing with the 5 per cent. solution being omitted. 

While local treatment is being thus carried out, attempts are to 
be made to inhibit the growth of the micro-organisms concerned by 
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appropriate drugs. Bacillus coli communis is best attacked by uro- 
tropin and citrate of potash, enough of the latter being used to keep 
the urine alkaline. Twenty to thirty grains of urotropin may be 
given in the twenty-four hours. For other bacteria salol or boric acid 
are the best remedies. 

Many women suffer from vesical irritability as a sequel to cystitis. 
For this the best treatment is the instillation method. Two drachms 
of a 2 per cent. solution of cocaine should be injected into the 
bladder and retained for three to five minutes. The patient must 
empty her bladder at the expiration of that time. Fifteen to twenty 
minims of a 1 per cent. solution of nitrate of silver are then to be 
injected by a graduated syringe with a fine nozzle. Braun’s uterine 
syringe answers the purpose very well (Fig. 47). Es tae 

Drainage of the bladder may be required in cases of cystitis which 
fail to respond to the treatment described above. It can be attained 
by means of a Skene-Goodman catheter and Cathcart’s apparatus for 
drainage of the bladder, which is based on the principle of the 
Sprengel pump. The retention catheter is connected by a piece of 
fine rubber tubing with the leg of a T-shaped glass tube pinned to 
the edge of the bed in such a way that the leg of the T is horizontal 
and the cross portion vertical. To each end of the tranverse limb a 
piece of rubber tubing is fixed. The upper piece is attached to a 
douche can suspended above the level of the patient’s body, and is 
furnished with a delicate screw-clip for regulating the flow. The 
lower piece of rubber tubing leads to a glass with several bends like 
a double 8, which hangs over a basin on the floor. The flow of water 
passing from the douche can, through the transverse part of the glass 
T-piece to the bent tube, and through it to the basin, creates a vacuum 
in the leg of the T-piece, and thus extracts the urine from the bladder. 
To do this it is necessary that some part of the S-tube should always 
contain fluid. 

Drainage of the bladder can also be secured by means of a vesico- 
vaginal fistula. It is made by passing a sound into the bladder and 
cutting down on its point in the middle line a little in front of the 
cervix. It should seldom be employed. 7 

As a result of chronic inflammation the bladder may become so 
contracted as to be incapable of retaining anything but a very small 
quantity of urine. This sequela to cystitis requires gradual dilatation. 
A warm saturated solution of boric acid should be used. Only as 
much as the patient can bear without much discomfort should be 
introduced at first. This amount is to be slowly and gradually 
increased. Patience and perseverance on the part of both doctor 
and patient are essential for success. 
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CYSTITIS, TUBERCULAR.—Tubercular cystitis and tubercular 
ulceration of the bladder require special mention, because the treat- 
ment differs from that of the other varieties of chronic cystitis. In 
women the disease is usually secondary to a tubercular inflammation 
descending from the kidney. No hope of permanent cure can be held 
out unless the affected kidney can be removed. This necessitates the 
soundness of the opposite kidney as ascertained by catheterising the 
ureters. When the primary source of infection can be removed the 
bladder usually recovers. To aid in getting a successful result it 1s 
necessary to subject the patient to the usual anti-tubercular treatment 
of open air, feeding, and tonics; to give her tuberculin (vaccine) in- 
jections, controlled by the condition of her opsonic index; and to 
inject iodoform emulsion into the bladder. Five per cent. of iodoform 
made into an emulsion with glycerine, gum acacia, and water should 
be used. Of this two drachms may be injected every third day. 

Irrigation, curetting, and strong caustics are harmful in tubercular 
cases, and antiseptics such as urotropin and salol are practically 
useless. 

Even when the primary focus cannot be removed the patient may 
be much improved by the general and local treatment described. 


CYSTOCELE.—(a) Palliative treatment consists in the insertion of a 
ring pessary, not too large. As a rule the ordinary watch-spring 
rubber ring answers best, but sometimes a pneumatic ring gives more 
comfort. When the perineum is much lacerated a ring will not stay 
in, unless it is so large as to cause injurious pressure, so that some 
other form of pessary may have to be tried. Zwanck’s and 
Napier’s are the models most likely to be useful. They have, 
however, disadvantages, causing as a rule more or less serious local 
pressure or discomfort, and should be resorted to only in those cases in 
which age, debility, or some co-existing disease make operation unwise. 
(b) Radical treatment consists of repair or extension of the perineum 
if necessary, and the performance of ANTERIOR COLPORRHAPHY. 
The patient is prepared for vaginal operation, anesthetised and placed 
in the lithotomy position. A Sims’ speculum is passed. A pair of 
fenestrated forceps is made to catch a good hold of the vaginal mucous 
membrane near the meatus urinarius ; two others are similarly attached 
well back on the sides of the cystocele near the level of the cervix. 
These form the angles of a triangle, and are given to the assistants. 
Incisions through the vaginal mucosa are then made, so as to connect 
the points of attachment of the three pairs of forceps, and the included 
triangle of mucous membrane is to be carefully dissected off from 
behind forwards with forceps and scalpel, taking care not to go so 
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deep as to injure the bladder or ureters. The lateral edges are now 
brought together, and the two halves of the base are also approxi- 
mated to one another by silkworm-gut and intermediate catgut 
stitches, leaving a longitudinal line of suture from meatus urinarius 
to cervix (Fig. 20). A supporting dressing is then applied and fre- 
quently renewed for three weeks, when the silkworm gut may be 
removed. When there is retroversion as well this operation should 
be accompanied by SUSPENSION OF THE UTERUS (which see); when 
there is prolapse, it should be followed by HysTEROPEXY (which 


Fic, 20.*—OPERATION FOR THE CURE OF CYSTOCELE. 


see); when there is a deficient perineum, it should be followed by 
perineal repair.. (See PERINEUM, LACERATED.) 


CYSTS (Gdrtnerian) are often dangerous to operate upon, because 
they burrow in the broad ligament, and come into intimate relation 
with the uterus and its large vessels, the ureter, the bladder, the 
internal and the external iliac vessels, and sometimes even the vena 
cava. When they project upwards into the abdomen they should be 
removed by abdominal section and enucleation, as described under 
PAROVARIAN Cysts. When they project downwards into the vagina 
they should be incised. The patient having been anesthetised and 
placed in the lithotomy position, the bulging cyst is to be exposed by 


* From Pryor’s Gystecology. Copyright 1903 by D. Appleton and Co. 
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a Sims’ speculum and lateral and anterior vaginal retractors. With a 
scalpel an incision should then be made into it, due regard being had 
to the course of the uréter and uterine artery. Its contents having 
been evacuated, it should be washed out with 50 per cent. zinc chloride 
solution, and drained by a rubber tube secured in the incision by a 
catgut stitch. 


Fig, 21.*—DECAPITATION WITH BRAUN’S BLUNT He@oK. 


DECAPITATION. —The separation of the child’s head from its body 
at the neck is indicated in the following conditions :— 
1. In neglected shoulder presentations, in which version is contra- 
indicated or impossible, and the neck can be reached. 
2. In cases of locked twins, where the after-coming head of the first 


has become interlocked with the fore-coming head of the 
second, 


The safest instrument is Braun’s blunt hook, but the operation may 


* From Williams's Odstetrics, Copyright 1903 by D. Appleton and Co, 
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also be performed with the fingers and a pair of stout blunt-pointed 
scissors. The patient is to be anesthetised, placed across the bed 
in the lithotomy position, washed, douched, and catheterised. The 
left hand is to be introduced into the vagina, and the fore and middle 
fingers of it put round the neck from behind. The blunt hook is now 
to be passed along the hand and turned so that the hook lies over the 
neck (Fig. 21). By a series of twisting and traction movements the 
spinal column is broken and the soft structures torn through. The 
arms are now to be drawn down and the trunk delivered by traction 
on them. The head is to be extracted last. This may be done by 
introducing the hand into the uterus and getting two fingers into the 
mouth. By the aid of an assistant pressing on the fundus, it may be 
thus delivered. If any difficulty in extraction be experienced, the 
hand should be retained in the uterus, and, under its guidance, the 
scalp is to be caught with a strong vulsellum. The hand is now to be 
withdrawn, and the head pulled down into the cervix while an assistant 
' makes pressure upon it from above. While it is being thus held, the 
head is to be perforated, the brain washed out, and the head extracted 
with the craniotomy forceps. (See CRANIOTOMY.) 

If a decapitating hook be not available, the fingers are to be put 
round the neck as before, and the scissors passed along them. The 
neck is then to be cut through by successive snips of the scissors, the 
mother’s tissues being protected from injury by the fingers. It may 
be necessary to crush the head after perforation and evacuation, if the 
pelvis be very narrow. 


DECIDUOMA MALIGNUM (Chorion-epithelioma).—Synonym : 
Syncytioma malignum.—The onset of Chorion-epithelioma is closely 
connected with changes occurring in association with pregnancy. 
It may affect the uterus or, in the case of tubal pregnancy, the 
Fallopian tube. It is especially prone to follow the expulsion or 
removal of an hydatid mole, and then arises in portions of the 
chorionic villi which remain embedded in the endometrium. The 
growth invades and destroys the uterine tissue in the same way as a 
malignant growth does. Fragments of the growth readily gain 
entrance to veins and get carried in the bloodstream to distant parts 
of the body, where they form secondary deposits. Profuse uterine 
hemorrhages, rigors, rise of temperature, and great emaciation are 
the most prominent symptoms. The disease runs a rapid and fatal 
course. Operation affords a fair chance of recovery, and is to be 
undertaken even when the disease is advanced. 

The recently observed connection between the presence of lutein 
cysts in the ovaries and hydatid mole raises the question as to 
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whether the ovaries should not be resected in all cases of hydatid 
mole as a prophylactic measure. 

VAGINAL HYSTERECTOMY is the treatment, and should be carried 
out as soon as the nature of- the affection is recognised. When 
the uterus is so large as to be difficult to remove per vaginam, or 
where the disease has started ina Fallopian tube, combined vaginal 
and abdominal hysterectomy, as for sarcoma will be the best 
operation. (See HYSTERECTOMY, COMBINED ABDOMINAL AND 
VAGINAL.) 


DELIVERY, OBSTRUCTED—I. From maternal causes. The less 
common forms are considered here. They are :— 

1. Tumours of the uterus, when they form cervical polypi or fibroids 
springing from the cervix, should be removed by forceps, snare, or 
knife. Fibroids growing in the lower part of the body of the uterus 
may be pushed up above the presenting part. If that cannot be done 
they should be removed with the knife through the vagina. If that 
is impossible Cesarean section will have to be performed and, if 
necessary, hysterectomy done at the same time. 

Cancer of the cervix, if recognised in the early stages of pregnancy, 
and if still operable, should be treated by induction of abortion or 
premature labour, and subsequent removal of the uterus, at an early 
date. When the disease is only recognised during labour, the neces- 
sary degree of dilatation should be got by the use of Champetier de 
Ribes’ bag and the forceps applied. When delivery cannot be accom- 
plished through the cervix, Cesarean section should be performed in 
the interests of the child. In all cases where hysterectomy affords 
any hope of benefiting the patient it should be undertaken as soon 
as possible after delivery or, if at all possible, at the time. 

2. Tumours of the ovary lying in the pelvis should be pushed up 
above the presenting part if not fixed. If the tumour cannot be so 
pushed up, it should be aspirated, if cystic, or removed by vaginal 
celiotomy, if solid. If the tumour cannot be removed or reduced 
sufficiently to permit of delivery being accomplished, Cesarean section 
will have to be done and the tumour removed at the same time. In 
any case, an ovarian tumour should be removed in a few weeks after 
delivery, or at an earlier date, if septic or necrotic changes show signs 
of coming on. 

3. Tumours of the pelvic bones may cause obstruction, such as 
exostoses, enchondromata, fibromata, sarcomata, and carcinomata. 
When these are small it may be possible to deliver by forceps or 
podalic version. If not, Cesarean section will be the treatment, unless 
the child be dead, when craniotomy should be done. 
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4. Stenosis and atresia of the cervix may be a cause. When the 
edges of the os externum are simply agglutinated it will be sufficient 
to scratch them asunder with the point of a probe. If the cervix be 
rigid a 10 per cent. solution of cocaine in sterile water should be 
applied on sterile gauze to the cervix after the vagina has been 
douched with hot sublimate lotion of 1 in 4000 strength. A 
hypodermic injection of a quarter of a grain of morphia should then 
be given and the patient left as quiet as possible for six to twelve 
hours. If there be not a decided advance when the effect of the 
morphia has worn off, the cervix will have to be dilated by Hegar’s 
dilators, and the membranes ruptured and a Champetier de Ribes’ bag 
inserted. As a rule this will suffice, but, in a few instances, it may 
be necessary to make multiple incisions in the cervix and dilate by 
hand until the forceps can be applied. This, however, is an extreme 
measure to be reserved for those cases which the pr ooc ee methods 
have failed to alleviate. 

5. Stenosis of the vagina or vulva can be easily overcome as a rule by 
division of bands or deep incisions. Occasionally Cesarean section 
will be necessary. (See ATRESIA OF THE GENITAL CANAL.) 


II. From Hacessive Size of the Fetus. The case should be left to 
nature as long as possible. When symptoms demand interference 
the forceps are to be applied. Should delivery not thus be possible, 
the head should be perforated. If the shoulders do not then follow 
the head in spite of pressure on the fundus assisted by traction on 
the head, the patient is to be placed in the hthotomy position across 
the bed, the hand is to be passed into the vagina and the relation 
of the shoulders and back to the mother’s pelvis ascertained. Then 
the hand corresponding to the child’s back should be introduced, 
and the forefinger hooked into the armpit and traction made on it. 
If this fail, the fingers of the other hand should be introduced into 
the other axilla and traction made with both hands simultaneously. 
Supposing that this should fail, the fingers must be passed up along 
the posterior arm, the elbow gently flexed, and the arm brought 
down; the same thing is then to be done with the anterior arm. 
Traction is now to be made upon the arms and head. Should the 
thorax not advance in spite of these manipulations, the clavicles may 
be divided with a pair of scissors and traction again tried, one hand 
being inserted as far as possible into the uterus so as to make sure 
that there is no further complication. If division of the clavicles 
does not allow of delivery, the child’s thorax must be opened and 
the viscera extracted (Embryotomy). 


Il. From Malformations and Tumours of the Fetus. A hydrocephalic 
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head may require to be punctured before it can be delivered. Even 
after puncture it is sometimes necessary to extract with a cranioclast. 
Cystic tumours may need to be punctured, and collections of fluid in 
the pleural or peritoneal cavity may likewise require to be evacuated. 

When delivery is obstructed in the case of monsters, the feet should 
be brought down at once. Should delivery be delayed traction should 
be made, and, in case this fails, embryotomy will have to be per- 
formed. In the same way, when solid tumours of the foetus cause 
obstruction, the forceps or traction by the feet should first be tried, 
and, if these measures fail, embryotomy must be resorted to. 


DYSMENORRHGA.—From the clinical standpoint Dysmenor- 
rhea may be divided into two main classes with subdivisions as 
follows :— 


A. Cases with no pelvic lesion. 
1s The Anzmic, 
2. The Neurotic. 


B. Cases with pelvic lesions. 
1. Uterus abnormal: appendages normal. 
2. Uterus normal: appendages diseased. 
3. Uterus displaced: appendages damaged. 


A. The cases with no pelvic lesion are those minor ones which require 
no local treatment, and which, in unmarried women, do not even 
need a pelvic examination. They include the numerous young women 
whom we label anemic or neurotic, those who, in plain English, 
neglect their bowels, take insufficient open-air exercise, and, either 
from necessity or fancy, use a deficient or an unwholesome dietary, 
and wear clothing or footgear unsuitable to the vagaries of our 
climate. Among them we find people of all grades in the social 
scale. The servant-girl, the wareroom-girl, or the shop-girl is often 
compelled to lead a life which lays the foundation of much suffer- 
ing; while the more leisured maiden is almost equally strongly 
driven by the conventions of school or home life towards the same 
goal. The chief feature of these cases is the facility with which they 
respond to a course of general hygienic treatment ; and they may, for 
practical purposes, be divided into the 4nemic and the Neurotic. 


B. Cases with pelvic lesions are those who resist the aforesaid general 
measures and need further investigation. Among them we have 
the anemic and the neurotic, but these terms can no longer be 
used to classify them into subdivisions, and so become of secondary 
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importance, being subordinate to the physical condition in which 
the pelvic organs are found on examination. Hence in Class B we 
have the following groups :— 

1, The uterus abnormal—being in some cases a little too large, in 
others a little too small, and in many a little anteflexed ; but, in all 
cases, having its appendages free from recognisable deviation from the 
natural state. 

2. The uterus approximately normal, but having its appendages somewhat 
diseased, whether in the form of thickened tubes, or adherent tubes, 
or of enlarged, inflamed, adherent, or prolapsed ovaries. 

3. The uterus displaced and the appendages damaged. The uterus 
may be retroverted or retroflexed or in that position which is described 
as retroversion and anteflexion. Now this is a subdivision requiring 
special attention, because the deviation of the uterus is such an 
obvious thing that it is hable to bulk too largely in the field of view 
and to lead us to become too mechanical in our treatment, and to 
court woeful disappointment for both doctor and patient. To replace 
and keep in place the uterus of a woman who has been recently 
confined is, as a rule, an easy and simple matter ; but to replace and 
keep in place the uterus of a nullipara is, in the majority of cases, 
very difficult indeed. The reason is that in the former case the 
uterus has simply flopped back owing to its own weight, whereas 
in the latter it has fallen back during an attack of acute 
inflammatory congestion, or has been drawn backwards by the 
shrinking of adhesions or of inflamed ligaments, and the results of 
inflammation will remain in and about it throughout the patient’s 
life. As a subject for treatment a uterus displaced to a slight or 
medium degree is far less favourable than one displaced to the utmost 
extent, because those adhesions or contracted ligaments which prevent 
it from going fully back will prevent you from getting it fully for- 
ward. Of these cases the worst of all is the retroverted and anteflexed 
uterus. It has been the seat of ancient inflammation of a chronic 
kind, which has at the same time both pulled the uterus backwards 
and drawn it bodily into the hollow of the sacrum, while leaving a 
marked anteflexion as well. Under this subdivision we should also 
include the rarer lateral displacements to one or other side, as they 
owe their origin to similar inflammatory causes. 

In all these cases the local lesions found by examination form the 
main basis of our prognosis and treatment, but the period at which 
the menstrual pain commences may afford a rough guide as to the 
condition. I refer to premenstrual pain, which, commencing a few 
days or more before the flow appears, is symptomatic of diseased 
appendages. 
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When a patient appears complaining of Dysmenorrhea the duty of 
the practitioner is clear. If she be married he examines; if she be 
unmarried he, for a time, treats her either for Anemia or Neurosis as 
may be indicated, and if no improvement follow, he, at a future 
time, makes a careful examination, with or without an anssthetic. 

We come now to the question of treatment in detail. 


A. Cases with no pelvic lesion. The Anzmic and Neurotic cases will 
have to be judged each on its own merits, and the question of diet, 
exercise, clothing, and occupation dealt with according to the patient’s 
needs. 

1. In the Anwmic cases a course of iron and purgatives between the 
periods is essential. ‘The milder preparations of iron do well if their 
use be sufficiently prolonged. I prefer the ammoniated citrate of 
iron mixture for most. cases, and the reduced iron in pill for those 
who have very good teeth. In cases where the tongue is foul and 
flabby a course of arsenic, together with the use of aloetic purgatives, 
should precede the iron. For the week before and the week of the 
period the iron should be stopped and the following given: R Potass. 
Bromid. gr. x., Tr. Cimicifugae 31., Tr. Hyoscyami 31., Aq. Chlorof. 3 ss. 
three times a day. This will suit a large proportion of cases; when 
it fails to give adequate relief a quarter of a grain of cannabis indica 
in pill may be given two or three times a day in addition during the 
painful epoch. Thus far treatment is easily managed; but the regu- 
lation of the bowels presents a serious difficulty in many cases. The 
kind of purgative does not much matter, and the one which the 
patient can be most easily got to take will be, as a rule, the best. The 
morning saline, the aloetic dinner pill, or the evening dose of cascara 
are all equally efficacious if taken regularly and in proper amount. 
Herein lies the chief difficulty. Many women and girls exhibit very 
little judgment in the regulation of the bowels by a laxative or purga- 
tive. They either take too much for a time and then leave it off 
altogether for fear of it weakening them, or they take it irregularly— 
occasionally missing a dose or two, for social or other reasons—and so 
interrupting the regular daily evacuation of the bowel. The use of 
laxatives is particularly desirable before and during the period, and 
this is a time which tradition has labelled improper for the use of 
medicine, so that we have often to combat that idea. 

2. In cases where Anzemia is not marked and where Neurosis seems to 
be the chief factor, the general management and attention to the bowels 
will be the same as in the Anemic, but a greater variety of remedies 
will be required for the pain. The bromide and cimicifuga mixture does 
very well with some, but the cannabis indica does not suit on account 
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of the excitement it is liable to produce. The liquor caulophyllin et 
pulsatillae co. in drachm doses every three or four hours often succeeds, 
or phenacetin in ten-grain doses every three hours for twelve hours 
may be tried. Many of these cases are of rheumatic origin and will 
yield to the administration of the following: Ik. Sodii Salicylat. gr. xx., 
Sodii Bicarb. gr. xx., Tr. Aurantii 3ss., Aq. ad 38s. three times a day 
after food for the day previous to and the first two or three days of the 
period, the patient remaining in bed. The Neurotic cases are very 
difficult to treat. A remedy which gives great relief at one time is a 
total failure the next. One remedy alone is fairly certain to relieve, 
and that is electricity. The use of twenty to forty milliamperes of 
the constant current will give good results in some cases where all other 
methods of treatment have failed—the negative electrode being in the 
uterus and the positive on the abdomen. The introduction of the 
electrode is the great difficulty, and debars us from using it in many 
cases. Between the periods cases of this kind are much benefited by 
taking iodide of arsenic gr. ;/;th in pill three times a day after food. 


B. Cases in which there are pelvic lesions require due attention to 
general treatment and to the relief of pain by drugs, and the above 
remarks apply to them as well as to those in which there are no 
pelvic lesions. The main question, however, is whether we shall 
dilate and curette or not. This operation is applicable to all varieties 
of this class, but is more useful in some than in others, and it is 
important for purposes of prognosis to form some idea of what should 
guide us in advising it strongly or cautiously, as the case may be. 

1. When the uterus is abnormal and the appendages normal a good result 
may be expected. This is especially true of those cases in which the 
uterus is normal in position and mobility, but is a little enlarged, or 
anteflexed, or shows signs of endometritis while the appendages are 
healthy. Dilating to No. 16 of Matthews Duncan’s dilators, followed 
by curetting and the use of an intra-uterine gauze drain, is the treat- 
ment here. The gauze drain should be left in for three to five days 
and a little morphia given if the expulsive uterine pains be strong. 
On removal of the gauze vaginal douching should be kept up for ten 
days (see CURETTING). When gauze packing has been used the result 
is likely to be more lasting than when dilating alone is done. 

2. Where the ovaries and tubes are involved the prognosis must be 
very guarded. Dilatation is here rather an experimental operation 
than one from which we can confidently look for good results. The 
disease of the uterine appendages is the essential thing. The uterus 
may be improved by curetting, and the patient’s sufferings may be 
ameliorated, but the appendages will continue to give trouble. The 
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improvement following treatment of the uterus is so slight as not to 
be noticed by the patient, who complains that you have done her no 
good, or, when the appendage mischief is of a progressive nature, 
thinks that you have made her worse. 

Curetting has been strongly advocated as a means of treatment in 
tubal disease. It is argued that the uterus, being the focus from which 
the tubes have become infected, should be treated, in the hope that 
the removal of the primary disease would benefit the secondary 
extensions, or allow the tubes to drain. The truth is that in most of 
the cases now under consideration the symptoms depend upon lesions 
both of the uterus and its appendages, though the condition of the 
latter overshadows that of the uterus. Hence the more the uterus is 
at fault and the less the appendages intervene, the greater the benefit 
from curetting, and vice versa. Curetting the uterus probably does 
not benefit the tubes at all, and unfortunately the appendage mischief 
mostly so overwhelms the uterine trouble that the removal of the 
latter is hardly appreciated by the patient. 

3. The third and last subdivision includes those who have displaced, 
and more or less adherent, uteri and damaged appendages. They are as 
hard to relieve as the preceding group. Dilating and curetting, re- 
placement where possible, and the use of pessaries should be tried, but 
the hope of substantial improvement is slight. It will occur to you 
to open the abdomen, break down adhesions, and remove diseased 
appendages, or to do ventro-fixation of the uterus according to the 
condition found. This will produce marvellous results in some cases, 
and will totally fail in others, and we are quite unable to foresee which 
effect will follow. Therefore we cannot urge such an operation upon 
the patient with the assurance that it will make her ‘all right.’ Re- 
moval of uterine appendages for menstrual pain, wnless there is gross 
disease necessitating thew excision on other grounds, is a mistake. The 
woman who has painful ovaries will almost certainly have painful 
stumps. The same remark applies to fixations. The most thorough 
breaking down of adhesions, and the most accurate attachment of the 
uterus, whether by ventro-fixation, or by vagino-fixation, or by shorten- 
ing the round ligaments (suspension), will not enable you to promise 
improvement. If any of these operations be done for menstrual pain, 
it should only be done when all else has failed. The fact that 
cure is uncertain should be very clearly stated. Notwithstanding the 
possibility of failure, abdominal section and removal of diseased 
organs, or removal of adhesions, or ventro-fixation of the uterus, 
should be done in all the very bad cases which have resisted our 
attempts to alleviate in other ways. General treatment: rest, douching, 
tampons, dilatation, and pelvic massage should first have a fair trial. 
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Massage is especially likely to be useful in cases where there are 
adhesions or ligamentary thickenings without tenderness or rise of 
temperature. In many cases it is desirable to precede it by a cautious 
attempt to stretch or break down adhesions under chloroform, and to 
accompany it by the administration of a course of iodide of potassium, 
the dose of iodide being increased up to gr. xx., if the patient will 
bear it. When all else has failed, abdominal section is the last 
resource. 

When dysmenorrhcea exists in the presence of tumours or diseases 
of the uterus and appendages, its treatment will be that of the affection 
of which it is a symptom. (See also INTERMENSTRUAL PAIN.) 


DYSMENORRHGA (Membranous).— When a married woman com- 
plains of membranous dysmenorrheea, careful inquiries should be 
made as to her menstrual condition before marriage. If the mem- 
branous dysmenorrhcea appears to have arisen after marriage, she 
should be curetted and put on a course of antisyphilitic treatment, for 
there is reason to believe that many cases of so-called membranous 
dysmenorrheea are instances of repeated early abortions. In all other 
cases, married and single, curetting, followed by the application of 
nitric acid by means of Atthill’s uterine trocar and canula, and 
the insertion of a glycerine tampon, is the best treatment. Both 
the curetting and the application of the fuming nitric acid may have 
to be repeated, the object being to permanently destroy portions of 
the endometrium. Temporary relief from pain may have to be secured 
by the administration of phenacetin or morphia, but the risk of a 
drug habit being formed renders operative treatment imperative, and 
it should be undertaken without delay. 


DYSTOCIA FROM ANTEFLEXION. See ANTEFLEXION (DYSTOCIA 
FROM). 


ECLAMPSIA GRAVIDARUM. See PUERPERAL ECLAMPSIA. 


EMBOLISM, AIR.—The entrance of air into the uterine veins is 
rare, but it is so serious an accident that every precaution should 
be taken against it. The patient should be turned on her back 
as soon as the child’s head and shoulders have been born. She 
should on no account be allowed to get into the semi-prone 
position after the delivery of the child. All obstetrical operations 
should be done with the patient on her back or half on her back and 
left side. When it is suspected that air has entered the uterus, and 
in cases of physometra, the placenta should not be expressed. If 
necessary it should be removed by hand, and the uterus washed out 
with normal saline solution and the flushing loop curette. 

D 
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When a convulsion shows that air has entered the circulation in 
large quantity, the placenta should be at once removed by hand and 
the uterus washed out. Should further convulsions then occur, normal 
saline solution should be transfused into a vein in the arm. Hypo- 
cermic injections of strychnine, and whisky or brandy by the mouth, 
are useful. If she recovers, the patient will require prolonged rest to 
enable the dilatation of the heart, which naturally follows its attempts 
to force air through the pulmonary artery, to pass off, and a long 
course of iron, arsenic, and strychnine. Unfortunately, many cases 
die as soon as the accident happens. 


EMBOLISM, PULMONARY AND SYSTEMIC.—After labour or 
any pelvic operation we may have pulmonary embolism or systemic 
embolism. The preventive treatment is of extreme importance, seeing 
that we are comparatively helpless once the accident has occurred. 
Every woman who has shown any signs of pelvic mischief after labour, 
or after a pelvic operation, or who has a thrombosed vein during a 
puerperal or surgical convalescence, or who has any disease of the 
heart or vessels likely to lead to thrombosis, should be kept absolutely 
at rest in bed until all unfavourable signs and symptoms have 
disappeared. Rubbing of the thrombosed veins and pelvic manipula- 
tions should be avoided. ‘The patient should only be allowed to sit 
up after all pain and tenderness have subsided. 

Once the symptoms of pulmonary embolus have appeared the first 
thing to do is to save the patient’s store of oxygen by keeping her 
quiet. For collapse spiritus etheris, spiritus ammoniae aromaticus, 
or other handy diffusible stimulant, should be administered. A hypo- 
dermic injection of a quarter of a grain of morphia should be given 
when the distress is great. The inhalation of oxygen is useful when 
it can be procured. If there is much cyanosis a vein in the arm should 
be opened and fifteen or twenty ounces of blood withdrawn. These 
measures exhaust our resources for dealing with the acute stage. 

Should the patient escape immediate death we have to endeavour to 
lessen the coagulability of the blood by the free administration of 
lemon juice, and to counteract the growth and multiplication of strep 
tococci by giving 10 ce. of antistreptococcic serum (polyvalent) every 
twelve hours. Absolute rest, easily assimilated food, and attention to 
the bowels are necessary. 

Systemic embolism requires treatment on the same lines as above. 
Here the use of lemon juice and of antistreptococcic serum is of the 
utmost importance. When the affected artery can be readily got at it 
should be compressed above the clot, opened, and cleared of clot by 
suction or saline irrigation through a catheter. No success has yet 
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been recorded from this line of treatment, but the patient should not 
be allowed to die without its having been tried. In the later stages of 
a mild case abscesses may have to be opened. 


EMBRYOTOMY.—Any operation which has for its object the 
reduction in size or alteration in shape of the child’s body is called 
Embryotomy. The term, therefore, includes DECAPITATION, EVISCERA- 
TION, and CLEIDOTOMY (which see). (See also TRANSVERSE PRESENTA- 
TIONS. ) 


ENDOMETRITIS. See MErrirIs. 


ENDOMETRITIS, PUERPERAL, SEPTIC. See PUERPERAL SEPTIC 
ENDOMETRITIS. 


ENUCLEATION OF UTERINE FIBROIDS. See UTERINE 
FIBROIDS. 


Fic. 22.—SPECcULUM FORCEPS, 


EVISCERATION.—The operation of making an opening in the 
thorax or abdomen and extracting some of the viscera is called 
Evisceration. It is to be done (1) when the child’s body is too large to 
be delivered whole, and (2) when the neck cannot be reached in order 
to perform decapitation in neglected shoulder presentation. 

The instruments required are a perforator or a pair of stout blunt- 
pointed scissors and a crotchet. 

The patient is to be anesthetised, placed across the bed in the 
lithotomy position, washed, and douched. The fingers of the left 
hand being placed upon the most accessible part of the child’s body, 
the perforator is to be introduced and used under their direction. 
The scissors are to be used in a similar way. When a sufficiently 
large opening has been made, the viscera are to be withdrawn by the 
fingers or a crotchet. As soon as the body of the child has been 
sufficiently reduced, the spinal column is to be cut through or broken 
with the blunt hook. The child is now to be extracted in the same 
way as occurs in spontaneous evolution, the breech, legs, and feet 


Fic. 23.—CONVERSION OF A FACE INTO A VERTEX PRESENTATION (SCHATZ METHOD). 


The arrows indicate the directions in which the force is applied to the 
child’s body. First mancuvre—drawing up the shoulders. 
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being successively brought down, and the shoulders and head delivered 
last. An alternative plan is to pass the hand into the uterus, grasp 
the feet, and extract as in version. 


EXAMINING PATIENTS (Instruments for). 


1. Stethoscope. 10. Urethral speculum. 
2. Tape measure. | 11. Rectal speculum. 
3. Vaginal specula—Sims’, Fergusson’s | J2. Small, sharp curette. 

and two-bladed. 13. Cystoscope, with arrangement 
4. Uterine sound. for catheterising the ureters 
5. Vulsella. (Albarran’s). 
6. Speculum forceps (Fig. 22). 14. Inflating proctoscope with a 
7. Small probe. cystoscopic lamp. 
8. Bladder sound. | 15. Bladder speculum (Kelly’s). 
9. Catheter. 16. Pelvimeter. 


Dressings :—Sterilised wool and strips of sterilised gauze. 


FACE PRESENTATION.—If a face presentation be diagnosed 
early, before the membranes have ruptured or the face become fixed 
at the brim, an attempt may be made to change it into a vertex, pro- 
vided the abdominal walls be lax. The patient is to be anesthetised, 
brought across the bed in the lithotomy position, douched with 1 in 
2000 sublimate lotion, and replaced in the dorsal position with 
her knees drawn up. The abdomen should be carefully palpated 
in order to get an accurate idea of the position of the child. The 
accoucheur then sits down by the side of the patient, facing her 
feet, and lays both hands on the back and shoulder of the child, and 
draws it up out of the pelvis (Fig. 23). Having done this, he places 
one hand on the child’s chest and pushes it in the direction of its 
back, while with the other hand he pushes the breech towards the 
child’s face (Fig. 24). Finally, he pushes the breech directly down- 
wards so as to get the head into the pelvis (Fig. 25), and applies a - 
tight binder. These manceuvres constitute the Schatz method. If 
the head does not fix in the brim, he now ruptures the membranes 
and thus endeavours to get the head to engage. Should these 
manipulations not succeed in producing complete flexion of the head, 
the patient must be brought across the bed, and the hand which 
corresponds to the direction in which the face looks should be intro- 
duced into the vagina. When the cervix is narrow two fingers are 
to be insinuated through it and pressure made upon the lower jaw, 
the upper jaw, and the brow in succession, while the other hand 
on the abdomen presses down the occiput. Whenever the cervix 
is wide enough to admit the whole hand the entire face should be 
grasped and pushed upwards, while the outside hand presses the 
occiput downwards. 


-_ 


Fic, 24.—CONVERSION OF A FACE INTO A VERTEX PRESENTATION (ScHATZ METHOD), 


Second manceuvre—pushing the child’s chest and breech in opposite directions. 
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Should conversion of a face presentation into a vertex fail, the foot 
should be grasped and the child turned forthwith. 

We have now to consider those cases in which the face is already 
fixed in the pelvis, and it is impossible to change the presentation. 
The patient’s friends are to be told that the labour will be tedious, 
that the child will run a great risk of being born dead, and that there 
will be a good deal of temporary disfigurement if it is born alive. The 
patient must be kept in bed, lying on the side towards which the chin 
points, so as to favour anterior rotation. When the face is approach- 
ing the perineum anterior rotation of the chin should be assisted and 
the forehead pressed upwards during a pain. Getting the chin to 
become the lowest presenting part increases its tendency to rotate to 
the front. If it does not do so the head should be grasped in one 
hand inserted into the vagina and the chin thus rotated forwards, 
while, with the other hand on the abdomen, the anterior shoulder is 
pushed in the same direction as the chin is being rotated. 

In spite of all that can be done the chin may rotate posteriorly, and 
then perforation will be necessary. 

The forceps may be sometimes used in face presentations. When 
the face is far down and the chin has rotated to the front they are 
rarely necessary, being only required when there is uterine inertia. 
The blades should then be kept well back over the occipital portion of 
the child’s head. Horizontal traction should be made until the chin 
is got well under the symphysis pubis; thereafter the handles may be 
raised so as to get the occiput over the perineum. The forceps should 
not be employed when the presentation is high or before rotation has 
taken place, because one of the blades is bound to press upon the 
child’s neck and thorax, and is almost certain to destroy its chance of 
life. It must never be forgotten that tardy anterior rotation of the 
chin is characteristic of face presentations and is quite physiological. 


FALLOPIAN TUBE (Adenoma of).—Should be treated by removal 
of the tube and ovary and a wedge of the uterine cornu of the affected 
side, catgut ligatures and sutures being employed. It frequently 
occurs in the form of warts inside a hydrosalpinx. 


FALLOPIAN TUBE (Carcinoma of).—This is usually only dis- 
covered during the performance of abdominal section for some other 
affection. The treatment is total hysterectomy by the combined 
abdominal and vaginal methods. Care should be taken to, as far as 
possible, prevent any malignant material from getting implanted on 
the peritoneum or abdominal wound. (See HysTERECTOMY, COMBINED 
ABDOMINAL AND VAGINAL.) 


® 


Fic. 25.—CONVERSION OF A FACE INTO A VERTEX PRESENTATION (SCHATZ METHOD). 


Third manceuvre—pushing the breech downwards to get the vertex fixed in the pelvis. 
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FALLOPIAN TUBE (Deciduoma Malignum of the).—Deciduoma 
malignum may arise as a primary affection in a Fallopian tube which 
has been the seat of tubal pregnancy. When it is recognised the 
treatment is complete hysterectomy. (See DECIDUOMA MALIGNUM.) 


FALLOPIAN TUBE (Inflammation of). See SALPINGITIS. 
FALLOPIAN TUBE (Pregnancy in). See TUBAL PREGNANCY. 


FONTANELLE PRESENTATIONS.— Anterior. The patient should 
be kept on the side at which the anterior fontanelle is until the fore- 
part of the head has passed the brim. When this has occurred, she 
should be placed on the opposite side in order to favour descent of the 
posterior fontanelle. 

Posterior. When this presentation is recognised, pelvic contraction 
should be looked for, and its degree noted, and appropriate treatment 
_ adopted. If the pelvis is normal, the head should be allowed to mould 
as long as possible and the forceps applied when required. or 
tion may be necessary. 

In occipito-posterior cases in a normal pelvis, where the head is 
abnormal in size, the labour will sometimes continue severe for days 
without the head engaging in the brim. Attempts at rotation may 
not succeed or the presentation may be converted into a brow 
through the occiput catching on the brim. Here it is difficult to 
decide how to proceed, and one must be guided by the relative dispro- 
portion between the head and the pelvis. Where the disproportion is 
great, even version may inflict severe injury on the soft parts, especially 
in an elderly primipara, and Cesarean section may offer the best 
chances, particularly where a living child is anxiously desired. 


FORCEPS.—The pattern of midwifery forceps recommended is 
Barnes’ long forceps with Neville’s axis-traction apparatus (Fig. 26). 
This is a true axis-tractor; it is uncomplicated; the traction portion 
is altogether outside the vulva when the forceps is applied; the 
forceps can be used with or without the traction apparatus. As all 
these forceps are not equally well designed, it is necessary that the 
buyer should know the points of a properly designed Neville-Barnes’ 
forceps. They are: (1) That the arrow-head indicator should be 
parallel to the fenestrae of the blades. (2) That the forceps be not 
too flexible. If they be too light in the blades or shanks they will 
slip too readily when in use. (3) The portion of the blade which 
comes in contact with the child’s head should be flat, or even slightly 
concave, and not convex, as it too often is in the forceps as supplied 
by some makers. 
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The forceps is to be used as a tractor pure and simple. It is no use 
as a compressor, as it expands the head in one direction as much as it 
reduces it in another. It cannot be used as a lever without risk of 
injuring the mother. The following are the conditions under which 
the forceps should, as a rule, be applied :-— 


1. The greatest diameter of the head already through the brim. 
2. The os sufficiently dilated to allow the head to pass through 
without risk of causing laceration of the cervix. 


3. The membranes ruptured and retracted over the presenting part. 
4, The bladder empty. 


Fic. 26.—NEVILLE-BARNES’ FORCEPS. 


1. The greatest diameter of the head should have passed the brim, 
because the forceps is of no service in moulding the head. Seizing the 
child’s head in the transverse diameter, the forceps causes an Increase 
in the antero-posterior diameter, which is the one most in need of 
reduction, and thus makes it necessary to use more tractile force than 
would be required if the head were already moulded. The natural 
efforts are likely to mould a head to a pelvis through which extraction 
by forceps would be impossible, or, at any rate, dangerous to both 
mother and child. There are two exceptions to this rule that the 
head should have passed the brim, viz. :— 


(1) Some cases of uterine inertia, in which the uterine contrac- 
tions cannot be excited by the treatment advised under 
UTERINE INERTIA (which see). 

(2) When immediate delivery is absolutely necessary to save 
the mother, the forceps may be tried before resorting to 
perforation. 


2. The os should be sufficiently dilated to allow the head to pass 
with reasonable safety. If such be not the case the use of Champetier 
de Ribes’ bag is called for to obtain the necessary dilatation, or even 
incisions of the cervix may be requisite. The lacerations of the cervix 
and the relaxation of the uterine attachments which follow attempts 
to drag a child through a poorly dilated cervix are a source of much 
trouble to a woman in after-life. 
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3. The membranes must be ruptured and retracted, otherwise they 
will be caught in the forceps, and placental detachment, death of the 
child, or post-partum hemorrhage may result. 

4. The bladder must be empty, to allow the head the free use of the 
parturient canal and to permit the third stage to be satisfactorily 
managed. Generally speaking, the forceps should be used when a 
large caput succedaneum is forming on the child’s head, or when the 
mother’s pulse and temperature are rising, provided that the above 
conditions are fulfilled. 

The following are the indications for the use of the forceps, both 
from the standpoint of the child and of the mother :— 


I. Indications on behalf of the child :— 


1. Caput succedaneum becoming large. 
2. Foetal heart-rate rising progressively above 160, or falling below 
_ 120, in the intervals between the pains. 

3. Tumultuous foetal movements. 

4. Escape of meconium unmixed with liquor amnii, in a head 
presentation. 

5. Prolapse of the cord. 


If. Indications on behalf of the mother :— 


1. Rise of pulse and temperature taking place. 

2. Accidental hemorrhage and placenta previa. See PLACENTA 
PRAVIA. 

3. Threatened rupture of the uterus, See UTERUS (RUPTURE OF). 

4. Prolonged second stage leading to exhaustion of the mother. 

5. Eclampsia. See PUERPERAL ECLAMPSIA. 

6. Heart, lung, and kidney disease. 

7. Heematoma of the vulva. See VULVA (HAMATOMA OF). 

8. Secondary uterine inertia, when: all means of exciting uterine 
contractions have failed, and then only with every provision made for 
the arrest of post-partum hemorrhage, should it follow delivery by 
forceps. 

9. Contracted pelvis with the head above the brim, when immediate 
delivery is absolutely necessary. 


Application of the forceps. Asa rule the forceps should be applied 
with the patient on her side. When, however, the use of great force 
is necessary, she should be placed on her back. With the patient on 
her left side the following is the plan of procedure: Put her fully 
under chloroform, wash the external genitals and the vagina with sterile 
green soap and water, douche them thoroughly with 1 in 2000 sub- 
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limate solution, and pass the catheter. Sterilise the forceps by 
boiling. Take the lower blade in the right hand, and lubricate it with 
the green soap. Pass the left hand into the vagina until the fingers 
touch the head towards the mother’s back and left side. Then intro- 
duce the blade of the forceps along the palm of the hand, in the 
direction of the left sacro-iliac joint. If the cervix can be felt, the 
forceps is to be guided by the fingers between it and the child’s head. 
If the cervix be retracted, the point of the blade is to be kept close to 
the child’s head as it is introduced. The blade is to be entered at 
right angles to the symphysis. It is then to be passed along the 


LOCK 1, 


Fic. 27.*—APpLICATION OF FORCEPS: INTRODUCTION OF FIRST BLADE. 


palm of the left hand in an upward direction, while the handle is at 
the same time carried towards the mother’s right thigh and finally 
brought back into the middle line. It should be allowed to take its 
own direction, no force being used. If it catches on anything, it 
should be withdrawn a little, and then pushed up again. When it is 
in position, the handle will be on the opposite side to the blade. As 
soon as the lower blade is in position, its handle should be given to an 
assistant, and the upper should be inserted along the hand in the 
same way, except that the handle is carried towards the left thigh. 
When it is in position the forceps will lock easily. Should they not 
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do so the upper blade should be withdrawn a little and reintroduced, 
If force is necessary to lock the blades, there is something wrong in 
their position, or the case is not a suitable one for forceps. As soon 
as the blades are locked the chloroform may, as a rule, be stopped. 
The traction rod should then be applied, and intermittent pulls given 
to the handle, taking care that the indicator is kept in the centre of 
the quadrant. The pulling should take place during a pain, if uterine 


Fic, 28.*—APPLICATION OF FORCEPS : INTRODUCTION OF SECOND BLADE. 


contractions be present. In the intervals between efforts at traction 
the screw should be loosened to temporarily relieve the compression 
of the child’s head. When the head has reached the perineum, it 
should be alternately brought down and allowed to recede, so as to 
dilate the vulva and stretch the perineum. By so doing we may 
avoid laceration of the perineum. As the head is being born the 
forceps may be removed, if they are not likely to be required to 
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complete the extraction. The patient should be coming out of the 
aneesthesia as the head is being born. 

When it is thought to be advisable to deliver on the back, the 
lower (left) blade is to be taken in the left hand and introduced 
thereby, while the right hand is in the vagina (Fig. 27). The other 
blade is to be inserted with the left hand in the vagina as before 
described (Fig. 28). 

When a forceps without traction-rod is used, we must pull first 
backwards and downwards, in the direction of the axis of the brim, if 
the head be above the brim (Figs. 29 and 30); then directly down- 
wards (Fig. 31); and finally downwards and forwards, ending in a 
directly forward direction (Fig. 32). 

In occipito-posterior positions the forceps should be, if possible, 


Fic. 29.—DELIVERY BY FORCEPS WHILE THE HEAD IS STILL IN THE PELVIC CAVITY. 


avoided. Bad lacerations are likely to occur. During the extraction 
of an unrotated occipito-posterior position the forceps must be carried 
well forwards over the mother’s abdomen until the occiput is born, 
and then backwards in the opposite direction as the face emerges from 
behind the pubis. During extraction the head may rotate, so that 
the occiput comes to le behind the pubis. Under such circumstances 
the forceps will have to be removed and reapplied. 

In face presentations the forceps should be avoided. It, however, 
may be used under the following circumstances: (1) When there is 
uterine inertia. (2) When the mother’s condition necessitates 
delivery, and the child is alive, and perforation is contemplated, 
the forceps may be tried by way of giving the child a last chance 
of life, provided the chin has not rotated posteriorly. If the forceps 
be applied while the face lies in the transverse diameter of the 
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pelvis, it will either slip, or the pressure of the blades on the neck 
of the child will kill it. After rotation of the chin forwards has 
occurred, the forceps is hardly ever necessary, as the head is nearly 
born. 


In brow presentations the forceps is to be avoided, except under two 
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Fic. 30.*—SHOWING MANNER OF MAKING TRACTION DOWNWARDS AND BACKWARDS 
WHEN THE HEAD HAS PASSED THE BRIM AND BEFORE THE PERINEUM IS REACHED. 


conditions, viz.: (1) When there is uterine inertia requiring inter- 
ference, and (2) when the forehead has rotated to the front, and the 
mother’s condition necessitates immediate delivery, even at the 
sacrifice of the child, the forceps may be tried before perforation is 
performed. 

In breech presentations the forceps should not as a rule be used. 


* From Williams's Odstetrics. Copyright 1903 by D. Appleton and Co. 
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FIBROIDS. Sce UTERINE FIBROIDS. 
FC:TUS (Excessive Size of the). See DELIVERY, OBSTRUCTED. 


FETUS OBSTRUCTING DELIVERY (Malformation of the). 
See DELIVERY, OBSTRUCTED. 


GARTNERIAN CYSTS. See Cysts (GARTNERIAN). 
GLANDS OF BARTHOLIN. See VULVA (ABSCESS OF THE). 


GLOVES (Use of).—Both in surgical and obstetrical practice rubber 
gloves should be universally employed. As they can be made absolutely 
sterile, they are a great protection to the patient, and afford a great 


Fig. 31.*—APPLICATION OF FORCEPS: TRACTION DIRECTLY DOWNWARDS, 


relief to the operator’s mind. The hand can never be made absolutely 
sterile. Gloves also protect the surgeon’s hands from contamination 
from septic cases, and do away with the risk of the operator or his 
assistants carrying infection from one patient to another. It is not 
enough that the operator and his assistant should wear gloves. The 
nurse or nurses who in any way handle the instruments or dressings 
must also wear them. 

The best glove for general use is a fairly thick one. It should be 
half a size larger than the ordinary street glove of the wearer. For 
most surgical and obstetrical cases short gloves are sufficient, but for 
such intra-uterine obstetrical operations as version and the removal 
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of a retained placenta, gloves reaching to the elbow are necessary. 
While thick gloves are suitable in most cases, a thin pair should be 
available for operations requiring much delicacy of touch. 

The gloves should be loosely tied up in gauze, placed in a shallow 
box of wire gauze made for the purpose, and boiled for fifteen or 
twenty minutes in a vessel with a close-fitting lid. They should be 
removed from the boiling water with sterile forceps, and thrown into 
cold sterile water or 1 in 1000 sublimate solution. When they are to 
be put on, they should be filled with sterile water or sublimate solu- 
tion, and slipped over the hand. The gloved hands should then 
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Fig. 32.*—APPLICATION OF ForcePS: EXTREME FORWARD TRACTION. 


be soaked in 1 in 1000 sublimate solution before the operation is 
commenced. 

The use of gloves in no way relieves the operator, assistants, or 
nurses from the necessity of taking the greatest possible care in 
sterilising their hands. A number of thin rubber finger-stalls should 
be boiled and kept available during an operation, so that one of them 
may be slipped over a finger should a glove be pricked or otherwise 
injured. 

Gloves may be readily turned inside out by inverting the wrist 
portion, pouring some water into it, closing the aperture, and putting 
on a little pressure so as to cause the fingers to become inverted. 


* From Williams’s Obstetrics. Copyright 1903 by D. Appleton and Co. 
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As far as practicable gloves or finger-stalls should be worn for 
rectal and vaginal examinations. ‘This rule should be made absolute 
in cases of cancer or sepsis. 


HAMATOCOLPOS. See HYMEN (DISEASES OF THE). 


HAMORRHAGE (Accidental).—The treatment may be summed up 
as follows: If the patient is having good uterine contractions, rupture 
the membranes; but if contractions are absent or feeble, plug the 
vagina. 

1. When uterine contractions are strong, place the patient in the 
cross-bed position in a good light. Wash the vulva and vagina 
thoroughly with soap and water, douching all clots out of the vagina 
with a copious supply of sterilised water. Then irrigate the vulva 
and surrounding parts and the vagina with 1 in 2000 sublimate 
solution. Finally, rupture the membranes. This can be most readily 
done by introducing a small or medium-sized bullet-forceps vulsellum 
into the cervical canal closed, and opening it and tearing the mem- 
branes as it is closed again and withdrawn. If the cervix be wide 
enough the forefinger may be used as a guide for the vulsellum. 

2. When uterine contractions are absent or weak the patient is to 
be placed across the bed on her back, as above, her legs being sup- 
ported by a nurse and assistant. When the vulva and vagina have 
been well washed with soap and water, rinsed with sterile water, and 
irrigated with 1 in 2000 sublimate solution, the Sims’ speculum is 
to be passed, the anterior lip of the cervix caught by a vulsellum and 
lowered, and the cervical canal packed tightly with a strip of boiled 
gauze or a piece of boiled bandage. When the cervical canal has been 
filled, the vulsellum is to be removed, and the vagina tightly packed 
from cervix to vulva. For the vagina strips of boiled gauze or boiled 
bandage, or wads of boiled cotton wool, may be used. The packing of 
both cervix and vagina can be best done with a pair of speculum 
forceps. In filling the vagina it is essential that the packing should 
be done methodically, so as to ensure complete and firm plugging of 
the whole canal. Firm perineal and abdominal bandages are then to 
be applied. 

The plug must be removed from both vagina and cervix within 
twelve hours. If the pains are very good it may be taken out sooner. 
On its removal a 1 in 2000 sublimate douche should be given. If, at 
the end of twelve hours, strong pains have not come on, the plugging 
should be renewed. So long as the plug remains in it should be 
supported by a perineal pad and bandage, and, at the same time, 
pressure from above should be kept up by a firm abdominal binder. 
The plug serves to restrain hemorrhage and to stimulate uterine 
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contractions. As soon as good contractions have set in the plug may 
be removed, a sublimate douche given, and the membranes ruptured. 

In all cases of accidental hemorrhage three grains of ergotin may 
with advantage be given every three hours until labour has un- 
doubtedly set in. During the progress of labour, after rupture of the 
membranes, hemorrhage may continue. It is then to be treated by 
careful plugging of the vagina if the os is not well dilated, or by 
delivery by forceps if dilatation is nearly complete. No attempt at 
accouchement forcé should be made. 


HAEMORRHAGE, ANTE-PARTUM.—Hemorrhages in the first 
three months are dealt with under ABORTION (which see). Heemorrhages 
in the second three months may be slight, and require only rest in bed 
and the administration of viburnum prunifolium or of hydrarg. C. 
creta, according to whether the cause is syphilis or otherwise. More 
active measures must be resorted to when (1) the bleeding becomes 
profuse, (2) a foetid discharge appears, or (3) the foetus is dead. The 
- patient should then be anesthetised and placed across the bed in the 
lithotomy position. The vulva and vagina should be well washed 
with soap and water, rinsed with sterile water, and irrigated with 1 in 
2000 sublimate solution. The Sims’ speculum is passed, the cervix 
lowered by a vulsellum, and dilated slowly with Hegar’s dilators until 
the finger can be introduced. The possibility of lacerating the cervix 
with the larger sizes of Hegar’s dilators must be kept in view. In 
the fourth month the foetus can be removed piecemeal by grasping 
successive portions of it in a vulsellum, and pulling them away. Sub- 
sequently the placenta can be got away with the aid of the flushing 
loop curette. In the fifth and sixth months the feetus is too large to 
be safely removed at one sitting, unless it has been dead for some 
time. Here, after dilatation, the membranes should be ruptured, 
and the finger introduced to feel for a leg. When a leg has been 
located, it should be grasped by Lawson Tait’s ovum forceps (Fig. 3), 
or by a vulsellum, and drawn down through the cervix and left. The 
onset of ‘pains will gradually dilate the cervix, while the leg acts 
as a plug to restrain hemorrhage. If the placenta is not expelled by 
uterine action, it must be removed by the finger and the flushing loop 
curette, with sterile saline solution. Hzmorrhages during the last 
three months come under the heads of HaiMoRRHAGE (ACCIDENTAL) 
and PLACENTA PRA&VIA (which see). 


HAMORRHAGE, POST-PARTUM(Primary).—Primary post partum 
hemorrhage is the term applied to bleeding which comes on within 
six hours after delivery. When serious hemorrhage appears after the 
birth of the child time should not be wasted in trying one thing after 
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another, but a definite course of action should be pursued. Seeing that 
post-partum hemorrhage may occur without warning in any case of 
labour, the obstetrician’s outfit should contain, in addition to the forceps 
and usual appliances, a Sims’ speculum, a strong vulsellum with two or 
three short teeth in each jaw, a large flushing loop curette, a speculum 
forceps, needles and a needle-holder, and two or three six-yard 
bandages, as well as some boiled formalin catgut stored in absolute 
alcohol. 

As soon as the bleeding begins the attendant should grasp the uterus. 
If the placenta has not come away it should, if possible, be at once 
expressed, or if it cannot be expressed it should be removed by hand 
and the uterus washed out with sterile saline solution and the flushing 
curette. While the attendant holds the uterus, and, if necessary, 
removes the placenta, the nurse should fill the douche with sterile saline 
solution at a temperature of 120° F. (50° C.), and put the bandages in a 
vessel of water on the fire to boil. When hemorrhage continues after 
the placenta has been removed or come away, the patient should be at 
once placed across the bed on her back, in a good light, with her legs 
supported by the nurse, or turned on her side with her hips well over 
the edge of the bed. The Sims’ speculum is passed and the vulva and 
vagina carefully inspected for lacerations. These are often found about 
the clitoris. If the hemorrhage comes from a laceration a stitch 
should be passed with a curved needle under each end of the tear and 
tightly tied. If the bleeding comes from higher up the cervix 
should be seized by its anterior lip and pulled well down outside the 
vulva (Fig. 33). This, in itself, will often arrest the hemorrhage. At 
any rate it will enable the cervix to be inspected. Should a laceration 
of the cervix be found to be the cause of the bleeding, it should be at 
once repaired with stout boiled formalin catgut, or, if that is not avail- 
able, with silkworm gut. The uterus should then be irrigated with 
the hot saline solution through a Bozeman’s catheter, the vulsellum 
removed, the speculum withdrawn, and the vagina douched. In case 
the hemorrhage is not coming from a laceration the cervix should be 
held well down and the flushing curette introduced. By it the whole 
uterine walls should be methodically scraped, so that all clot and 
placental débris may be removed. If the hemorrhage has now ceased 

the cervix may be allowed to recede inside the vagina. In a few 
~ minutes, should bleeding not recur, the.speculum may be removed and 
the vulsellum may be pushed upwards until the cervix is in its normal 
position. Things should be left thus for at least a quarter of an hour. 
At the end of that time the vulsellum may be removed, provided the 
bleeding has not recurred. Should, however, hemorrhage return 
within fifteen minutes the uterus should be again lowered by the 
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vulsellum and tightly packed with boiled bandage, which ought to 
have been prepared while the preliminary directions were being carried 
out. As soon as the uterus is full the vulsellum should be removed 
and the vagina packed with wads of boiled cotton wool. A perineal 
pad and bandage and a firm binder on the abdomen completes the 
matter. 


Fic. 33.*—LACERATED CERVIX DRAWN DOWN TO VULVA, PREPARATORY 
TO REPAIR (BUMM). 


Where the hemorrhage is traumatic, z.¢. due to a laceration of the 
vulva, vagina, or cervix, ergotinin is not indicated. But when it 
comes from uterine atony, a hypodermic injection of ,',th of a grain of 
citrate of ergotinin should be given. 

In many cases the amount of blood lost is so great as to cause 
collapse. Saline transfusion is then necessary. As a rule it is 
sufficient to attach the needle of an aspirator to the tubing of the 
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douche can or bag containing the sterile saline solution, to cleanse and 
disinfect the skin below both breasts, and to take one breast in the 
one hand and raise it well away from the chest wall, while with the 
other hand the needle is inserted into the connective tissue under the 
breast. One and a half to two pints may be introduced beneath each 
breast. A pad of sterile gauze should be secured over the puncture by 
strapping when the needle is withdrawn. In more desperate cases 
intravenous transfusion will be required. A bandage is put upon the 
arm tightly enough to compress the veins but not the arteries. The 
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Via, 34.—APPARATUS FOR INTRAVENOUS SALINE TRANSFUSION. 


skin in the fold of the elbow is cleansed and disinfected. Then a 
longitudinal cut is made over one of the large veins and a } inch (1 cm.) 
of the vein is isolated. Two ligatures of boiled catgut are placed round 
“it. The distal one is tied and the vein is opened by a longitudinal 
incision, through which a special canula is introduced (Fig. 34). The 
canula must have been previously attached to the tubing of the douche 
and filled with sterile saline solution, so as to exclude air. It is to be 
secured in the vein by a single knot on the proximal catgut ligature. 
The douche can should now be held 6 or 8 inches (15 to 20 em.) above 
the patient and the tap turned on. As soon as the volume and strength 
of the pulse has sufficiently improved from the slow introduction of 
fluid the canula should be withdrawn, the proximal ligature tied, and 
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the skin wound closed by a few points of suture and covered by a 
sterile dressing. 

In rare cases it may be found that in spite of plugging and ergotinin 
the hemorrhage recommences after a little time and the blood oozes 
through or past the plugs. Recourse should, under such circumstances, 
be had to the intra-uterine injection of perchloride of iron solution. 
Sufficient liquor ferri perchlor. fort. to give a sherry colour should be 
added to the sterile water in the douche. With this the uterus should 
be irrigated through a glass nozzle or a Bozeman’s catheter. The fluid 
should be at a temperature of 115° to 120° F. (46° to 50° C.). 

Additional measures, which may be of use in bad cases, may be 
mentioned. Alcohol may be given by the mouth, and strychnine 
hypodermically, to counteract collapse. At the same time hot fomenta- 
tions over the cardiac region, raising the foot of the bed, bandaging the 
legs and arms, and enemata of normal saline solution may be used. 
Such measures are only accessory. The main thing to keep in view 
is the control of the hemorrhage. 

The obstetrician or his assistant should be prepared, in cases where 
one or two sudden gushes of blood from the uterus take place in rapid 
succession, to stop all circulation below the bifurcation of the aorta. 
This is done by employing the closed fist. It should be placed on 
the abdominal wall just below and to the left of the umbilicus and 
jammed tightly against the lumbar spine. This manceuvre will often 
save the most desperate cases and give time for the other measures 
to be carried out. 

During convalescence ergotin in pill form to the extent of ten or 
twelve grains a day should be given fora week. Subsequently, in both 
the traumatic and atonic cases, plenty of fluid nourishment should be 
given, and iron and arsenic administered until the blood has regained 
its normal condition. One Blaud’s pill should be given three times a 
day after food and gradually increased by one a day till twelve pills 
per diem are being taken, At the same time two to six minims of 
liquor arsenicalis should be administered in water three times a day 
after food. 


HAEMORRHAGE, POST-PARTUM (Secondary).—Secondary post- 
partum hemorrhage comes on more than six hours after the completion 
of delivery. When it appears it is best to go at once to the root of 
the matter. A hypodermic of ,,th of a grain of citrate of ergotinin 
should be given. The patient having been placed across the bed in the 
lithotomy position, the vulva and vagina are washed with soap and 
water, then irrigated, firstly, with hot sterile saline solution, and, 
secondly, with 1 in 2000 sublimate solution. The Sims’ speculum is 
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then passed, the cervix lowered by a vulsellum on its anterior lip, and 
the uterus thoroughly washed out with hot sterile saline solution by 
means of the flushing curette. When all clots have been washed away 
the vulva, vagina, and cervix should be carefully inspected for rents. 
If such are found they should be repaired with boiled formalin catgut 
or silkworm gut. It is better to thus treat all cases of secondary post- 
partum hemorrhage, because even cases that seem slight at the outset 
may, if not at once put right, become serious during the night or at 
some time when assistance is not immediately available. After curet- 
ting the patient should be kept on ergotin for a week, six to twelve 
grains being given in pill form every twenty-four hours. A long 
course of iron and arsenic should then be administered. 

The foregoing remarks apply to cases in which there is no evidence 
of shock. When, however, the patient shows signs of shock from loss 
of blood, the ergotinin should not be given until reaction has been 
established by the administration of twenty drops of laudanum and a 
tablespoonful of whisky or brandy in hot water. In the worst cases 
transfusion of saline solution may be the first thing necessary. As 
soon as the patient begins to revive, the ergotinin combined with ,4,th 
of a grain of strychnine should be given hypodermically and the 
uterine condition attended to as described above. 


HAMORRHAGE (Unavoidable). Sce PLACENTA PRAVIA. 


HAND AND FOOT PROLAPSED TOGETHER.—The foot should 
be drawn down and the head, at the same time, pushed up by pressure 
on it through the abdominal wall. 


HEBOSTEOTOMY. See PUBIOTOMY. 
HEBOTOMY. See PUBIOTOMY. 
HYDATIDS OF PELVIS. Sce PELVIS (HYDATIDS OF). 


HYDRAMNIOS.— Acute hydramnios requires immediate evacuation 
of the contents of the uterus. The patient is placed in the lithotomy 
position, the vulva and vagina having previously been disinfected by 
the nurse, if possible, are again washed with soap and water and well 
douched with 1 in 2000 sublimate lotion. A duckbill speculum is 
then passed, the cervix caught in a vulsellum, and the cervix dilated 
sufficiently to admit a medium Bozeman’s catheter. The dilatation often 
ruptures the membranes. If not, they can be easily torn by a pair of 
speculum forceps (Fig. 22) introduced through the dilated cervix. The 
Bozeman’s catheter is then introduced and the liquor amnii allowed to 
run through it. When it has escaped it should be ascertained that the 
presentation is normal, and if it is not the abnormality should be 
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rectified. The patient should then be left until the cervix dilates 
naturally under the influence of labour pains. Her sufferings may be 
minimised by a hypodermic of } or 4 grain of morphia, as well as by 
the application to the cervix of a piece of sterilised gauze soaked in 
10 per cent. cocaine solution in distilled water. In these cases the 
likelihood of the child being poorly developed or even a monstrosity is 
great, and relieves any misgivings one would naturally have about 
imperilling the child’s life by the induction of premature labour. 
Ergotin should always be given for some weeks afterwards. 

Chronic hydramnios should be treated by rest on the part of the mother 
and the application of an abdominal binder. If the respiratory or cardiac 
symptoms become pronounced, or the mother’s strength becomes ex- 
hausted, the uterus must be emptied as in the acute form, slow escape 
of the liquor amnii being provided for. Means should always be at 
hand to cope with hemorrhage, ante- or post-partum, to revive a 
fainting or exhausted patient, and to rectify malpositions of the foetus. 
After delivery ergotin gr.ii. in pill form should be given every four 
hours for three or four days, and then three times a day for a month. 


HYDROPERITONEUM.—When there is a collection of fluid in the 
abdominal cavity due to cardiac or renal disease or obstruction to the 
portal circulation, the term ascites is applied to it, and removal of the 
fluid is merely a palliative measure. When, however, the presence of 
fluid is due to an active peritoneal irritation, such as papillomatous, 
sarcomatous, dermoid, or inflamed tumours of the ovaries, or fibroid 
tumours of the uterus, or tuberculosis of the pelvis, or salpingitis, or 
Fallopian adenoma, then active interference is important and is often 
curative. Consequently, if a collection of fluid in the peritoneal cavity 
is not obviously a result of disease of the heart or kidneys or obstruc- 
tion of the portal vein, a small median incision should be made midway 
between the pubic symphysis and navel, and two fingers introduced to 
explore. If any removable disease be found the wound should be 
lengthened and the tumour or other cause removed. If removal can- 
not be accomplished the fluid should be sponged out, the abdomen 
irrigated with saline fluid, which should also be sponged out, and the 
wound closed. The action of the saline fluid tends to interfere with 
the continued growth of papillomatous sprouts and tuberculous 
nodules. 


HYDRORRHGA GRAVIDARUM.—Rest in bed after the flow 
should be enjoined, lest abortion or premature labour take place. 
After labour is over, and the uterus has returned to the normal con- 
dition, an examination should be made to see whether there is any 
endometritis, and if any be found it should be treated. 
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HYDROSALPINX.—The affected tube or tubes should be removed 
by abdominal section as described under SALPINGITIS. As a rule the 
ovary can be left in whole or in part. When the tube is found, on 
opening the abdomen, to be much distended, it should be reduced by 
aspiration before an attempt is made to draw it up. The wound made 
by the aspirator needle should be carefully clamped by T-forceps. 
Catgut ligatures should be employed in these cases. 


HYMEN (Diseases of the).—Carunculae hymenales are tags left after 
rupture of the hymen during coitus. 

Carunculae myrtiformes are the portions of hymen left after the 
lacerations incident to childbirth. 

Cysts of the hymen are lined with epithelium. 

Any of these conditions may become painful caruncles of the hymen 
and cause vaginismus or dyspareunia. They then require careful 
excision. The patient should be prepared for opera- 
tion and anesthetised. With a forceps and scalpel 
the whole hymen should then be completely removed 
in the form of a ring of tissue by an incision through 
its base. The incision should be closed by a few 
points of catgut suture, and at the end of a fort- 
night the patient should be taught to insert a large 
glass or boxwood vaginal dilator (Fig. 35). She 
should be instructed to wear this while lying down 

oe __._ for at least two hours a day till all tenderness has 

IG, 35.— VAGINAL ,, ; : 

Dinator (Sims), “isappeared. The partial removal of the hymen is 

likely to prove unsatisfactory. In many of these 
cases there co-exist small red patches at the base of the hymen, 
which should be from time to time anesthetised by 10 per cent. 
cocaine solution and: touched with nitric acid on a pointed stick. 
Urethral caruncle is a frequent complication. 

Imperforate hymen. When the hymen is so hard and unyielding as 
to prevent coitus, it should be excised by an incision around the whole 
circumference of its base, which should be stitched with catgut. Sub- 
sequently a large glass vaginal dilator should be introduced, if neces- 
sary under cocaine, and worn daily as after the excision of painful 
carunculae. 

When an imperforate hymen causes retention of the menstrual fluid 
and the formation of a hwmatocolpos, it should be incised with the 
strictest precautions to ensure asepsis. The retained blood should be 
allowed to escape without any pressure, lest a hematosalpinx should 
be present and rupture. Irrigation with 1 in 4000 sublimate solution 
should be employed to assist in the removal of residual fluid, and 


HYPEREMESIS GRAVIDARUM 75 


should be repeated night and morning for three or four days. Mean- 
time the vulva should be kept covered by a pad of sterilised absorbent 
wool. Later on a glass dilator should be worn for an hour a day for 
two months. 

Lupture of the hymen is occasionally followed by smart hemorrhage, 
which necessitates the use of 10 per cent. cocaine solution, and the 
insertion of a few catgut sutures. 


HYPEREMESIS GRAVIDARUM (Pernicious Vomiting of Preg- 
nancy.)—Cases of pernicious vomiting during pregnancy may at 
present be regarded as forming two main classes, viz. :— 


I. Toxemic vomiting, including— 
1. Cases that terminate in acute yellow atrophy of the liver, and 
2. Cases that terminate in eclampsia gravidarum. 


II. Non-toxemic vomiting, including— 
1. Cases having a reflex origin, and 
2. Cases having a neurotic origin. 


When we approach a case of hyperemesis gravidarum the first thing 
we must do is to make a careful examination of the patient from head 
to foot in order to ascertain whether there is any obvious disease, 
displacement of organs, or abnormality which might account for the 
vomiting. Should anything likely to produce reflex symptoms be 
found, it should if possible be corrected. If nothing be discovered, or 
if treatment of anything discovered fails to relieve the vomiting, it is 
essential that, without further loss of time, the case should be relegated 
to one or other of the two great classes—toxemic or non-toxemic, 
This is to be done by an examination of the urine to determine 
the ‘ammonia co-efficient.’ ‘The amount of nitrogen occurring in 
the urine in the form of ammoniacal compounds is expressed as a 
percentage of the total urinary nitrogen and called the ‘‘ammonia 
co-efficient.” This percentage or co-efficient is found to be normally 
about 3 per cent., but in some cases, both pathologically and physio- 
logically, it may be increased. It has been found that in certain grave 
toxic conditions the co-efficient rises up to even 40 per cent., and hence 
it has been proposed, as a rule of practice, that if it goes as high as 
10 per cent. it may be taken as an indication that such grave toxic 
conditions are commencing’ (J. Elder MacIlwain). The determination 
of the ‘ammonia co-efficient’ will have to be intrusted to an expert in 
physiological and pathological chemistry to whom a catheter specimen 
of urine in a sterile bottle should be sent. While a report on the 
‘ammonia co-efficient’ is awaited, the patient should be put on general 
symptomatic treatment as detailed below. 
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General Treatment. In all cases of severe vomiting during pregnancy 
rest in bed in a warm, well-ventilated, darkened room is necessary. 
Food should be given in small quantities and in liquid form at 
frequent, regular intervals. In extreme cases it may be necessary to 
stop all nourishment by the mouth and to substitute nutrient 
enemata of plain beef-tea or of peptonised milk. Four to six ounces 
may be injected into the rectum every four or six hours. In some 
cases thirst can be best relieved by small pieces of ice dissolved slowly 
in the mouth; in others by sips of champagne, about a dessert- 
spoonful in the hour; and in others by sips of hot water. Attention 
to the bowels is an important matter. Calomel gr. i. and bism. 
subnit. gr. v. should be given every hour for six doses and followed 
by sodii sulph. Zi. in water every hour until the bowels act freely. 
Large saline enemata may be required to assist the medicine. In any 
case it is wise to have the bowel washed out once a day by as much 
saline solution as the patient can be got to retain. This is imperative 
when rectal alimentation is being used. When free action of the 
bowels has been obtained, it should be kept up by appropriate doses 
of sodium sulphate as well as by a daily saline enema. Salol gr. x. 
three times a day is useful as an intestinal antiseptic. The skin 
should be encouraged to act by the application of external heat in the 
shape of hot-water bottles, and the kidneys should be stimulated by 
hot stupes on the loins. In extreme cases, where the pulse is failing, 
an intravenous or intracellular saline infusion should be made use of 
in order to temporarily revive the patient and to enable any necessary 
operative treatment to be carried out. This is especially useful in 
neglected cases of toxemic vomiting. The application of a small 
blister behind each ear should not be omitted. By thus stimulating 
the ‘alderman’s nerve’ a marked effect may sometimes be produced. 

Thyroid extract in pill or tabloid may be given with some hope of 
benefit. Two to five or more grains may be prescribed three times a 
day according to the effect produced. 

We may now consider the treatment of the different varieties of 
pernicious vomiting in detail. 

I. Toxemic cases. While it is proved that a considerable rise in the 
‘ammonia co-efficient’ during pregnancy is of grave significance we 
cannot lay down a hard and fast rule that when it reaches 10 per cent. 
labour must be induced. When it is found to be 10 per cent. and 
upwards the probability of induction of labour becoming a necessity is 
great. Nevertheless it is legitimate to take the general condition of 
the patient into account as well as the ‘ammonia co-efficient.’ If she 
shows no signs of wasting or loss of strength, and has a good pulse 
and normal temperature, medical treatment is to be tried. In the 
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great majority of cases pregnancy tends to disturb metabolism. The 
metabolism of healthy pregnant women, therefore, differs from the 
metabolism of healthy non-pregnant women. When, in a patient 
taking ordinary mixed diet, the ‘ammonia co-efficient,’ instead of 
being 4 or 5 per cent. as in normal pregnancy, rises to 20, 30, 40, or 
even 47 per cent., and the rise is accompanied by toxemic vomiting, 
we are in the presence of a profound disturbance of metabolism, of the 
exact origin of which we are ignorant. It usually ends in death, 
sometimes within a few days of the appearance of serious symptoms. 
The urine, while scanty in amount, does not contain albumen or casts 
until shortly before death, and may apparently contain a normal 
amount of urea. There is a decided decrease in the amount of nitrogen 
excreted as urea and a marked increase in the amount excreted 
as ammonia—the ‘ammonia co-efficient.’ The proportion of amido- 
acids is increased. In some cases the acetone content is abnormally 
large. After death pronounced changes in the liver and kidneys are 
found. There is an almost total destruction of the central portion of 
the liver lobules, the cells of which become necrotic, while the more 
peripheral cells undergo fatty degeneration. Degenerative changes, 
sometimes amounting to necrosis, are seen in the kidneys, especially 
in the convoluted tubes. The affection of the kidneys is probably 
secondary. ‘The cause of the large increase in the ‘ammonia co- 
efficient is unknown, but it probably represents an attempt to 
neutralise an excessive production of acid—the so-called acid intoxica- 
tion (acidosis, or undue formation or retention of acids in the body). 

A high ammonia output is a favourable sign in the eclampsia cases, 
but a very unfavourable one in pernicious vomiting. 

1. Treatment of toxemic vomiting consists in carrying out the direc- 
tions above given under general treatment. Supposing that, in a case of 
moderate severity, all these general measures have been carried out 
and the ‘ammonia co-efficient’ is found to be 10 per cent. or more, an 
improvement in symptoms will justify us in persevering with medical 
treatment and postponing the induction of labour. Under similar 
circumstances failure to obtain any amelioration of symptoms will be 
evidence of the necessity for inducing labour without delay. A 
high ‘ammonia co-efficient’ and no response to general treatment are 
indications that the uterus should be emptied forthwith. So much 
for cases of moderate severity. | 

In the bad cases, where the ‘ammonia co-efficient’ is 10 per cent. or 
more and the patient’s general condition is poor, labour should be in- 
duced without waiting to try the results of general measures. 

2. Treatment of toxcemic vonuting when eclampsia is threatened or present 
is carried out as described under PUERPERAL ECLAMPSIA. 
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II, Non-toremic cases include those which show no marked rise in 
the ‘ammonia co-efficient’ and have a reflex or a neurotic origin. 

1. Treatment of non-toxemic vomiting of reflex origin entails the 
general measures of rest in a dark room, warmth, careful feeding by 
mouth or rectum according to the urgency of the vomiting, and 
attention to the bowels by purgatives or enemata. At the same time 
search must be made for abnormalities of the generative tract or 
ovaries which have existed previous to pregnancy or have been co- 
incident with it, such as uterine displacements, particularly retro- 
flexions, ovarian tumours, endometritis, hydatidiform mole, hydram- 
nios, and twins. Each of these conditions must receive appropriate 
treatment. Hrosions of the cervix are to be frequently painted with 
10 per cent. cocaine solution. This can be done twice or three times 
a day by a skilled nurse using a speculum. LErosions should be 
also touched by the medical attendant once a week with iodised 
phenol. 

‘Copeman’s method’ of introducing the forefinger into the cervix and 
slightly detaching the membranes round the internal os is useful in 
those cases in which endometritis is the probable cause, whether there 
is an erosion or not. Even though Copeman’s method be carried out 
an erosion should be treated. 

In a few cases of the non-toxemic reflex variety the induction of 
labour may become necessary when all else has failed. 

2. Treatment of non-toxemic vomating of neurotic origin. The diagnosis 
of this condition depends on the fact that no toxeemic and no organic 
lesion can be demonstrated. Purely neurotic vomiting probably has 
no existence, but we have to retain the term to cover those cases in 
which the cause is so obscure that we fail to discover it. The general 
measures of treatment must be had recourse to. Sedatives given by 
mouth or bowel are useful. Bromide of potassium and tincture of 
opium may be tried. Thirty grains of bromide of potassium in 
chloroform water may be given by mouth night and morning, or 
double that amount by rectum. Thirty minims of tincture of opium 
by mouth or sixty minims by rectum may be given twice a day. 
Upon the whole the best treatment for these neurotic cases is a 
quarter-grain morphia suppository inserted two, three, or four 
times a day. Some cases get marked relief from one or two drachms 
of paraldehyde given in the evening. <A course of massage and 
treatment on the Weir-Mitchell plan will often relieve neurotic cases 
without the use of drugs. Patients who can afford to have this 
method of suggestion carried out should always have it tried before 
drug treatment is commenced. 
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HYSTERECTOMY, ABDOMINAL, FOR CANCER.—In malig- 
nant cases certain special precautions have to be observed with a 
view to avoiding sepsis and removing infected tissue as com- 
pletely as possible. 

The preparations and instruments required are the same as those 
for ABDOMINAL OPERATIONS (which see), with the addition of two 
pairs of strong right-angled clamp forceps. 

A week or so before operation a preliminary curetting should be 
done so as to remove friable and sloughy tissue. After this the 
vagina should be firmly packed with iodoform gauze. This packing 
should be removed every day and a 1 in 2000 sublimate douche given 
before the new packing is inserted. The gauze should be finally 
removed the day before the operation in order that the vagina may be 
freely douched as directed under preparations for abdominal operations. 

The patient is to be anesthetised and placed in the Trendelenburg 
position. An incision is then to be made in the linea alba from the 
symphysis pubis to the umbilicus, through all the tissues but the 
peritoneum. The peritoneum is to be freed from the anterior 
abdominal wall, and the edges of the recti muscles well drawn apart 
by retractors. A transverse incision through the peritoneum, at a 
point one-third of the total length of the parietal incision above the 
symphysis, is now to be made, and the edge of the upper apron of 
peritoneum is to be sutured to the peritoneum around the pelvic brim 
laterally and posteriorly, so as to wall off the pelvic cavity from the 
rest of the abdominal cavity. Over this peritoneal apron one or two 
large gauze pads should be spread. 

_ The next step is to grasp the infundibulo-pelvic hgament, as it 
runs from the ovary to the pelvic brim, in a large and strong pressure 
forceps and drag it upwards and outwards. This enables the operator 
to make an incision, parallel to the ovary and about two-fifths of an 
inch (1 cm.) below it, through the posterior layer of the broad ligament, 
and extending from near the uterus outwards to the infundibulo- 
pelvic ligament. ‘Through this incision the two layers of the broad 
ligament are to be separated from one another. The ovarian artery 
is then to be tied by a ligature inserted at the outer end of the above 
incision and including the infundibulo-pelvic ligament. — 

When this has been done attention is to be directed to the anterior 
aspect of the broad ligament. The round ligament is to be ligatured 
an inch (2°5 em.) from the uterus, clamped in pressure forceps close to 
the uterus, and divided. From the point of division an incision 
through the anterior layer of the broad ligament is to be carried out- 
wards as far as the ligature on the ovarian artery. 

These measures are to be carried out on the opposite side, and the 
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incisions through the anterior layer of the broad ligament are to be 
united by an incision through the peritoneum on the front of the 
uterus, above the attachment of the bladder. By means of a gauze 
pad the bladder is to be gently separated from the front of the cervix. 
This requires to be done with care, as it is possible to push the 
finger through the bladder wall. 

The division of the round ligament and the separation of the 
bladder having been accomplished, a strong clamp forceps is to be 
placed upon the anastomosis between the ovarian and the uterine 
arteries of one side. ‘The Fallopian tube may be included in the bite 
of the forceps if it is not distended. If the tube be distended, the 
mesosalpinx will have to be button-holed and the forceps applied 
through the hole. The broad ligament can then be divided between 
the forceps and the ligature on the ovarian artery. This will allow 
the uterus to be well drawn over to the opposite side. The lower 
edge of the incision in the back of the broad ligament is then to be 
seized in pressure forceps and drawn towards the middle line, the 
flap of peritoneum being detached from the pelvic wall with the end 
of a director. The peritoneum takes the ureter with it and exposes 
the uterine artery in its course along the pelvic wall. The artery 
should now be tied with No. 3 formalin catgut at a point about half- 
way between its origin from the internal iliac and where it crosses 
the ureter. All these manceuvres should now be carried out on the 
opposite side, leaving the blood-supply (ovarian and uterine arteries) 
to the uterus thus tied off. 

The delicate operation of freeing the ureter now engages attention. 
Where it lies subperitoneally, it should not be disturbed, but lower 
down, where it lies in the parametrium, in the base of the broad 
ligament, it will have to be carefully dissected out. It should not 
be too closely cleaned, lest its nutrient vessels be injured and sloughing 
induced. The parametric tissue in which it lies contains such a large 
number of veins as to be almost erectile in character. Many of these 
will require to be clamped and ligatured with catgut. 

When the ureters on both sides have been freed down to the 
bladder, the utero-sacral ligaments are to be ligatured and divided, 
care being taken not to injure the ureters in the process. ‘The 
peritoneum of the floor of the pouch of Douglas is then to be incised 
transversely, and the rectum separated from the posterior vaginal 
wall by the finger. This permits the uterus to be well drawn up 
through the abdominal incision, bringing the parametric tissues within 
easy reach. The ureter should now be held by a spatula against the 
pelvic wall while the parametrium is divided as far as possible from 
the cervix. Bleeding veins will need ligatures as the cervix is being 
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set free. These ligatures are best applied by means of a round curved 
needle in a needle-holder. The walls of the vagina should be carefully 
cleaned from all surrounding tissue for a distance of about one and a 
half inches (3°75 cm.). Its canal is to be wiped dry by an assistant. 
A special pair of large right-angled clamp forceps are to be applied to 
it below the cervix. Below the clamps the vagina is to be cut across. 
The uterus and the upper portion of the vagina with the clamps 
in situ can now be removed. ‘The anterior and posterior edges of the 
vaginal wound having been caught in forceps, a piece of gauze is 
to be stuffed into the vaginal canal. Finally, any enlarged pelvic 
lymphatic glands, which are accessible, are to be removed. 

The cut edges of the peritoneum and of the anterior and posterior 
vaginal walls are to be united by a few interrupted catgut sutures. At 
the sides of the pelvis the peritoneal edges should be brought together 
by a few points of suture so as to cover in the raw surfaces. The piece 
of gauze stuffed into the vagina is to be left as a drain. It should be 

removed and a fresh piece inserted on the third day. When the 
- peritoneal apron has been set free the wound is to be closed in layers. 

The method of operating here described is practically that of 
Wertheim. 

Complications.—The bladder may be injured and will then require 
to be sutured with catgut. The ureters may be wounded and need 
to be anastomosed or transplanted. 


HYSTERECTOMY, COMBINED ABDOMINAL AND VAGINAL. 
—This operation is by some condemned, but under certain conditions 
it is the safest method we can adopt. In the case of malignant 
disease of the corpus uteri, where the tumour is too large to be readily 
extracted through the vagina, the abdominal method is attended with 
great risk of malignant débris being squeezed out of the os during the 
manipulations necessary to separate the uterus from its connections. 
The danger of septic or of malignant infection of the pelvis is thus 
great. In certain cases of fibroid there is a similar danger from sepsis, 
and in other cases of fibroid, situated low in the cervix or burrowing 
into the broad ligament, the ligature of the uterine arteries and the 
separation of the bladder can be more safely and easily accomplished 
after the uterus has been well freed from its vaginal attachments from 
below. ‘The operation is, therefore, suitable for large malignant 
tumours of the corpus uteri and for fibroids accompanied by profuse 
uterine secretion or bulging low in the vaginal fornices. 

The preparations and instruments are the same as those for 
ABDOMINAL OPERATIONS and VAGINAL HYSTERECTOMY (which see). 

The patient is to be anzsthetised and placed in the lithotomy 

F 
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position. The cervical canal is to be closed as completely as possible 
by silk sutures, so as to keep in malignant débris or other form of 
discharge. A transverse incision is then to be made across the front 
of the cervix and the bladder separated by the finger. Another 
transverse incision should open the pouch of Douglas. The cervical 
branches of the uterine arteries having been tied by a ligature on | 
either side, the tissues are to be divided so as to separate the cervix 
from the vagina all round. If possible, the uterine arteries should 
now be tied as in vaginal hysterectomy. If they cannot be readily 
reached they may be left until they can be exposed from above. 

When this has been done the vagina should be wiped dry and a 
loose packing of gauze inserted. The patient should then be placed in 
the Trendelenburg position, the abdomen opened, and the vessels in 
the broad ligaments tied as in supravaginal hysterectomy. If the 
uterine arteries have not been already secured, they should now be 
exposed and ligatured. The uterus can now be removed. The sub- 
sequent steps of the operation are the same as in COMPLETE ABDO- 
MINAL HYSTERECTOMY. (See also UTERUS, SARCOMA OF THE.) 


HYSTERECTOMY, COMPLETE ABDOMINAL (Pan-hysterectomy, 
Total Abdominal Hysterectomy).—This operation differs from 
SUPRAVAGINAL HYSTERECTOMY in that the whole cervix is removed 
and no uterine stump is left. 

The preparations and instruments are the same as those for 
ABDOMINAL OPERATIONS (which see). 

The patient, having been anzethetised, is first placed in the litho- 
tomy position until the vagina has been loosely packed with sterile 
gauze. She is then placed in the Trendelenburg position. When the 
abdomen has been opened a decision is to be arrived at as to whether 
the ovaries are to be removed or not, and the ovarian vessels are to 
be secured in accordance with this decision as described under 
HYSTERECTOMY (SUPRAVAGINAL). ‘The bladder is then to be separated 
from the front of the cervix and an opening made into the anterior 
vaginal fornix. The uterine arteries are now to be isolated, as they 
approach the cervix, and tied. ‘This having been done, the uterus is 
drawn forward over the pubes and an incision made through the 
utero-vaginal attachment posteriorly, so as to open the posterior 
vaginal fornix. The uterus is now only held by its broad ligaments, 
and its four main sources of blood-supply have been tied. It remains 
to divide the broad ligament on one side and secure any minor bleed- 
ing points, and then do the same on the other side. When the 
uterus has been thus removed, complete hemostasis should be attained 
by ligatures or by mattrass sutures introduced by round needles. 
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The peritoneal edges of the broad ligaments and of the anterior and 
posterior incisions should be brought together by a few points of 
interrupted suture. All gauze pads and forceps should be removed 
and counted, the pelvis wiped dry, the omentum brought down and 
spread out, and the abdominal wound closed. The patient is again 
to be placed in the lithotomy position and the loose gauze packing 
removed. The object of inserting it, in the first instance, is to soak 
up any uterine discharge that may be forced out during the handling 
of the uterus. After its removal a fresh packing of sterile gauze is to 
be put in. 

In the case of very large tumours it is sometimes necessary to 
remove the greater part of the uterus, as in the supravaginal method, 
and then to excise the cervix immediately afterwards. 

Doyen’s method of performing pan-hysterectomy is sometimes use- 
ful. The preliminary steps are the same as in the ordinary operation. 
The tumour is drawn up as far as possible; the posterior wall of the 
_ vagina is exposed and a longitudinal incision is made through it ; the 

cervix is seized with a vulsellum while the remaining attachments of 
the vaginal walls are snipped through with a pair of scissors curved 
on the flat, care being taken to keep close to the uterus and to keep 
a lookout for the uterine arteries. 


HYSTERECTOMY, SUPRAVAGINAL (Retroperitoneal Hysterec- 
tomy, Subtotal Hysterectomy).—The preparations and instruments 
are the same as those for ABDOMINAL OPERATIONS (which see). 

The patient, having been anesthetised, is placed in the Trendelen- 
burg position. A free incision is made in the middle line between 
the umbilicus and the pubes. It is prudent to open the peritoneal 
cavity first at the upper end of the incision lest the bladder may be 
displaced upwards by the tumour. Having thus opened the abdomen 
the incision is to be extended as high as may be necessary to allow of 
the easy extraction of the tumour. The intestines are now to be well 
protected by gauze pads. ‘The tumour should be examined as to its 
relations to the uterus, bladder, and rectum, and as to the presence of 
adhesions. The conditions of the ovaries and tubes should also be 
investigated. The ovaries are often diseased and the tubes distended 
by pus or clear fluid. When possible the ovaries, or one of them, 
should be left. Lf i 1s decided to leave the ovaries, the peritoneal attach- 
ment of the tube should be tied with two catgut ligatures, and the 
tube should be separated with scissors up to near its uterine end. 
The ovarian ligament should next be tied close to the ovary. Follow- 
ing upon it the round ligament of the uterus should be tied. One or 
other of these ligatures should include the ovarian artery as it runs 
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across the broad ligament to join the uterine artery. Jf a is decided 
to remove the ovaries, the ovary and tube are to be well drawn up and 
the pedicle needle passed through the broad ligament where it is thin 
and non-vascular, outside of and below the ovary. The ligature thus 
placed will tie the ovarian artery in the first stage of its course 
between the layers of the broad ligament. A second ligature is then 
to be placed around the round ligament within an inch of the uterus. 
Henceforward the steps of the operation are the same whether the 
ovaries are left or not. The uterus is to be drawn well up by the 
assistant’s fingers or by pressure forceps placed upon the uterine 
cornua. No corkscrew or vulsellum should be used lest the tumour 
be malignant. An incision through the peritoneum is to be made 
across the front of the uterus, well above the attachment of the 
bladder, and the peritoneum is to be pushed down with the finger, 
especially at the sides. ‘The uterine arteries can be thus exposed as 
they course upwards along the sides of the uterus. They should be 
secured by hemostatic forceps. This will allow the broad ligaments 
to be divided, together with the round ligaments, either inside or 
outside the ovaries according to whether these organs are to be left or 
not. Division of them will permit the uterus to be well drawn up so 
as to expose the uterine artery as it crosses the base of the broad liga- 
ment onits way to the uterus. While thus exposing the uterine arteries 
the bladder will have to be more or less separated from the front of 
the cervix by the finger, aided, if necessary, by the knife. Both uterine 
arteries, having been well exposed and isolated, are to be tied close to 
the cervix. No. 3 boiled formalin catgut is the best material for all 
these ligatures. The arteries should now be divided half an inch 
beyond the ligatures and their ends inspected. If they have been 
properly tied there will be no hemorrhage. The assistant now draws 
the uterus forwards and downwards over the pubes to enable the 
operator to incise the peritoneum transversely and turn down 
a liberal flap from the posterior surface. The pelvis is now to 
be wiped dry. Plenty of gauze pads are to be packed round the 
cervix to preserve the wound from contamination when the cervix is 
cut across. A bullet forceps vulsellum (Fig. 6) is to be placed on the 
cervix low down to enable the assistant to hold up the stump. As the 
cervix is cut across the assistant should be ready to mop up any fluid 
that may escape from the uterine cavity. A probe dipped in carbolic 
acid should now be passed into the cervical canal. On its withdrawal 
a rubber drainage-tube should be passed down the canal into the vagina 
and secured to the stump by a catgut stitch. Any bleeding points 
should be controlled by mattrass sutures. The peritoneal flaps should 
then be brought together by a continuous catgut suture running from 
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one ovarian pedicle to the other. The gauze pads should now be 
removed, the pelvis wiped out, the omentum brought down and spread 
out, the forceps and pads counted, and the abdomen closed as in the 
operation of OVARIOTOMY (which see). 

In cases in which the fibroid projects into one of the broad ligaments 
it may be necessary, after tying the ovarian artery, to clamp the 
tissues close to the uterus and divide them between the clamp and the 
ligatures, so as to get the uterus drawn up before exposing the uterine 
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artery. In other cases it is necessary to tie the ovarian vessels and 
round ligaments on both sides, expose and tie the uterine artery on 
one side, cut across the cervix and catch the uterine artery of the other 
side in a hemostatic forceps, and proceed to remove the tumour. 
Finally the second uterine artery is to be ligatured and the forceps 
removed (Kelly’s method). 

When a large fibroid has been burrowing between the layers of the 
broad ligament a great raw surface is left after its removal. It is 
essential that very free drainage should be provided for this cavity, 
and, as a rule, drainage through the cervix is not sufficient. The 
edges of the peritoneal flaps may be brought up to the edges of 
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the parietal peritoneum and stitched to them at the lower angle of 
the wound. <A large thick-walled rubber tube should then be inserted 
and the patient nursed in the semi-upright 
position. If this cannot be readily done 
the edges of the peritoneal flaps should be 
included in a purse-string suture, which 
should be drawn tight round a thick-walled 
rubber tube. The tube will then convey 
the exudation across the abdominal cavity 
and out through the lower angle of the 
wound. Here again the semi-upright pos- 
ture is desirable (Fowler’s position). Even 
with such free drainage it is often well 
to use, for a few days, a hydraulic suction 
apparatus, similar to Cathcart’s apparatus for 
drainage of the bladder. (See under CYSTITIS.) 


HYSTERECTOMY, VAGINAL. — This 
operation is chiefly used in dealing with 
malignant disease of the uterus, small 
fibroids, fibrosis of the uterus, and certain 
cases of pelvic inflammation and of pro- 
lapse of the uterus. (See under UTERUS, 
CANCER OF THE; and UTERINE FIBROIDS.) 

For the preparation of the patient see 
OPERATIONS IN GYNECOLOGICAL CASES. 

A broad-bladed Simon’s speculum (Fig. 
36) is passed ; the cervix grasped in a strong 
vulsellum (Fig. 37) and drawn down and 
forward; an incision made through the 
posterior fornix into the peritoneal cavity, 
and any bleeding vessels secured by two or three catgut sutures. 
The speculum is now to be removed, the cervix drawn down and 
back, and a narrow anterior blade of Simon’s speculum introduced. 
A transverse incision across the anterior fornix below the attachment 
of the bladder (Fig. 38) will allow the latter organ to be raised from 
the uterus and pushed away with the finger both in the middle line 
and at the two sides, so as to carry the ureters out of danger, expose 
the uterine arteries, and allow the peritoneal cavity to be opened in 
front of the uterus. By means of the blunt-pointed Deschamps’ needle 
(Fig. 39) a catgut suture can then be placed on the cervical branches of 
the uterine arteries and the cervix freed on either side to the extent of 
about half an inch (1 centimetre). This will enable the uterine arteries 


Fic. 87.—STRONG VULSELLUM. 
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to be seen, and isolated, and tied with catgut. Their uterine ends as they 
ascend should now be seized in pressure forceps and their trunks divided 
between these forceps and the ligatures, and the lateral connections of 
the uterus divided as high as the internal os. ‘Traction on the uterus 
will bring the upper part of the broad ligament on one side within 
reach, and with the help of a lateral retractor it can be transfixed by 


Fic. 38.*—VAGINAL HYSTERECTOMY. 


Incising the anterior fornix preliminary to freeing the bladder. 


Deschamps’ needle and ligatured on one side (Fig. 40), the tube being 
removed, and the ovary, if healthy, left. The broad ligament on the 
other side is to be dealt with in a similar way (Fig. 41). When the 
uterus has been removed a large gauze pad with a thread attached 
should be inserted into the peritoneal cavity to keep up omentum 
and intestine while the stumps are being examined to make sure that 


* From Kelly’s Operative Gynecology. Copyright 1906 by D. Appleton and Co. 
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hemostasis is complete. This having been done, a sufficient number 
of catgut sutures to bring together the vaginal and peritoneal edges 
anteriorly and the same edges posteriorly, each suture including in 
its course all four edges, should be placed. The gauze pad should 
now be removed, a piece of rubber drainage tube inserted into the 
pouch of Douglas, and the sutures tied. Drying out the vagina and 
inserting a dressing of sterilised gauze completes the operation. The 
tube should be removed in twenty-four hours and the dressing changed. 
Confinement to bed for fourteen days and regular change of dressing 
will be required. 

This operation is suitable where the whole bulk of the uterus is not 
too large for its free passage through the vagina. When difficulty in 
extraction is experienced the uterus can be divided longitudinally into 
two. In single women the vagina may be enlarged by longitudinal 
incisions. When it is known that the uterus cannot be readily 
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Fic. 39.—DEScHAMPS’ NEEDLE. 


extracted through the vagina, the abdominal route is to be preferred. 
(See MYOMECTOMY, ABDOMINAL; and HYSTERECTOMY, ABDOMINAL.) 


HYSTEROPEXY (Ventro-fixation).—This operation was formerly 
in vogue for intractable retroversion and retroflexion of the uterus, 
as well as for prolapse of the uterus. It has now been replaced in 
the former class of case by suspension of the uterus, but it still retains 
its position as one of the best means of curing bad cases of prolapse. 

The preparation of the patient and the instruments required are 
the same as for abdominal section for ovariotomy or hysterectomy. 

The patient is to be anesthetised and placed in the Trendelenburg 
position. The abdomen is to be opened by a median incision in the 
hypogastrium, three or four inches (7°5 to 10 cm.) long, according to 
the size of the uterus. When the intestines have been pushed aside 
and protected by gauze pads, the fundus uteri is to be raised and 
grasped in a vulsellum. Any pathological condition of the ovaries 
and tubes must now be recognised and remedied in an appropriate 
way. This having been done, the assistant draws up the uterus into 
the abdomen as far as may be thought desirable. A strong curved 
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needle armed with silkworm gut is then passed through the skin, 
subcutaneous tissue, aponeurosis, and rectus muscle of one side ; 
through the anterior wall of the uterus at a depth sufficient to give 
the stitch a good hold without entering the uterine cavity; and 
through the rectus muscle, aponeurosis, subcutaneous tissue and skin 


Fic, 40.*—VaGiInAi HYSTERECTOMY. 
Showing how the left broad ligament is exposed and ligatured. 


ot the opposite side. The first stitch should be inserted at the lower 
angle of the wound and low down on the front of the corpus uteri. 
The requisite number of stitches should be thus inserted in order 
from below up to the fundus. As a rule three sutures will be 
sufficient, but, when the uterus is very large, four, five, or six may 
be necessary. The stitches should be about half an inch (1 cm.) 


* From Kelly’s Operative Gynecology. Copyright 1906 by D. Appleton and Co. 
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apart. All of them should be inserted before any of them are 
tied. If the fundus does not come quite to the upper end of the 
wound the peritoneum above it must be stitched with a continuous 
catgut suture. Then the aponeurotic edges are to be united by a few 
points of catgut suture. Finally the silkworm-gut stitches supporting 
the uterus, which have for so far been held up by an assistant so as 


Fig. 41.*—VaAGINAL HYSTERECTOMY. 


Showing the final steps previous to removal of the uterus. The right ligament has been 
divided, and the left is now similarly dealt with. 


to keep the uterus in contact with the anterior abdominal wall, are to 
be tied. The dressing and subsequent treatment are the same as 
after ovariotomy. ‘The silkworm-gut stitches should not be removed 
until the end of the third week. 

In an uncomplicated case the dangers of this operation are practically 
nil, As firm union is an essential, it is advisable to get sero- 


* From Kelly's Operative Gynecology. Copyright 1906 by D. Appleton and Co, 
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muscular union as described above, instead of sero-serous union. ‘The 
peritoneum and subperitoneal tissue must, therefore, be excluded 
from the silkworm-gut sutures, and the uterus brought into opposition 
with the posterior surfaces of the recti muscles. This operation is 
unsuitable for women who are likely to become pregnant, owing to 
the difficulties to which it may give rise during labour. 


HYSTEROTOMY.—This is removal of a submucous fibroid through 
an incision in the walls of the uterus which opens into the uterine 
cavity. (See UTERINE FIBROIDS.) 


INSANITY, PUERPERAL.—The child must be taken from the 
mother at once lest she should injure it. If it be at the breast 1t must 
be weaned. The patient should be carefully watched day and night, 
owing to the marked suicidal tendency which exists in all cases, but 
especially in the melancholic form. She should have abundant 
nourishment, given by the stomach tube if necessary. Bromide and 
iron should be given regularly. For sleeplessness paraldehyde in 
drachm doses at bedtime is the best drug. The bowels must be kept 
open by saline aperients. The uterus should be examined for any 
endometritic condition, and treated if necessary. 


INSTRUMENTS FOR ABDOMINAL OPERATIONS. Sce OPERA- 
TIONS, ABDOMINAL. | 


INSTRUMENTS FOR EXAMINING PATIENTS. See EXAMINING 
PATIENTS (INSTRUMENTS FOR). 


INTERMENSTRUAL PAIN is mostly tubal and of inflammatory 
origin. The pain must be alleviated by phenacetin or by large doses 
of bromide and hyoseyamus. If examination reveals the existence of 
metritis or endometritis, thorough treatment for this condition must 
be undertaken. When signs and symptoms unite in pointing to a 
particular tube as the seat of the mischief, that tube, and if necessary 
its ovary, should be removed. Care, however, must be taken to 
make sure that the tube attacked is really the cause of the pain. In 
some cases a plastic operation upon the tube may be possible and take 
the place of more radical measures. This, however, will only be 
desirable where both tubes are blocked, as the result of antecedent 
inflammation, and it is important to leave the patient in as good a 
position as possible for conception. 


INVERSION OF UTERUS. See UTERUS (INVERSION OF). 


LABOUR (Complications of).— Albuminuria. See wnder PREGNANCY 
(COMPLICATIONS OF), and PUERPERAL ECLAMPSIA. 
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Anteflexion, Dystocia from. See special article. 

Bladder, Affections of. During labour care should be taken that 
the patient’s bladder does not become distended. If necessary the 
catheter should be passed with all aseptic precautions, the instrument 
being boiled and handled with the sterile gloved hand, and the vulva 
and meatus urinarius and vestibule thoroughly cleansed with 1 in 
1000 sublimate solution. The catheter should be passed by sight. 
Vesico-vaginal fistulae are to be prevented by the use of the forceps 
when required. The bladder should be emptied before the forceps 
are applied. During extraction care should be taken to prevent 
cervical lacerations extending through the bladder or ureter. 

Very rarely stone in the bladder complicates labour. The stone 
should, if possible, be pushed above the brim when it is large enough 
to obstruct labour. When it cannot be pushed up, it must be removed 
through the urethra or by vaginal cystotomy. 


Cardiac Diseases. In any form of heart disease active interference 
is only indicated during labour when there are symptoms, such as a 
tendency to syncope, pointing to heart failure. Under these con- 
ditions the patient should be kept as quiet as possible, have hypo- 
dermic injections of digitalis and strychnine, and, as soon as dilatation 
will admit of delivery, get chloroform, and have the labour instru- 
mentally terminated as soon as possible. Chloroform by an assistant, 
and early delivery, constitute the proper treatment of bad heart 
cases. 

Cervia, A ffections of. (a) When the anterior lip is pushed down in 
front of the head, it should be reduced by gentle upward pressure 
during a pain. 

(b) The external os may be closed by agglutination of its lips (the 
so-called ‘cervical atresia’). A Sims’ speculum should be passed and 
the seat of the os looked for. It can usually be recognised by a 
difference in colour, redness or blueness, as compared with the rest of 
the cervix. It can readily be opened up by scratching over it with 
the points of a pair of blunt-pointed scissors. The membranes will 
then protrude and dilate the os. Occasionally radiate incisions may 
be required when the occluded cervix is very cicatricial and the 
obstruction obstinate. 

(c) When the cervix is long and the os small, and no signs of dilata- 
tion appear after the lapse of four or five hours of good labour pains, 
the cervix should be dilated by Hegar’s dilators and a Champetier 
de hibes’ bag put in. 

(d) Fibroid Polypi are to be twisted off or cut off and the pedicle 
stitched. 
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(e) Interstitial Fibroids of the cervix preventing dilatation should 
be enucleated. 

(f) Cancer of the Cerviz may require the removal of masses of tissue 
with the sharp flushing curette, to prevent sloughing and subsequent 
sepsis. The infiltrated cancerous cervix may have to be incised when 
it will not readily dilate. In advanced cancer of the cervix the best 
treatment in presence of a living child is CESAREAN SECTION. (See also 
DELIVERY, OBSTRUCTED; and CERVIX UTERI, ARTIFICIAL OBSTETRICAL 
DILATATION OF THE.) 

(g) Lacerations of the Cervix require repair. (See HA&MORRHAGE, 
POST-PARTUM.) 


Death (Sudden) in Labour. When this occurs an effort should be 
made to save the chiid by post-mortem Cesarean section. 


Diphtheria requires antitoxin treatment. 

Eclampsia. See PUERPERAL ECLAMPSIA. 

Erysipelas. During pregnancy, and subsequently, every care should 
be taken to prevent anything which has come in contact with the face 
or other part affected by erysipelas from coming in contact with the 
genitals. When the genital canal is affected, the treatment is that of 
PUERPERAL LYMPHATIC SEPSIS (which see). 


Fetus (Deformities of ). See DELIVERY, OBSTRUCTED, 


Gonorrhea will necessitate prophylactic ante-partum douching with 
1 in 4000 sublimate solution. Before the first vaginal examination is 
made all pus should be squeezed out of the urethra, and the meatus 
well wiped with swabs soaked in | in 1000 sublimate solution. 
Bartholin’s glands should also be inspected, and any pus escaping 
from them wiped away with the same solution. Examinations per 
vaginam should be, as far as possible, avoided. 


Hemorrhage, Post-partum. See special article. 
Labour, Precipitate. See special article. 


Labour, Prolonged. Prolonged labour is due to weak expelling force 
or to increased resistance. In the former case the treatment is that 
of UTERINE INERTIA (which see). When it is due to increased 
resistance the treatment is that of OBSTRUCTED DELIVERY. (See 
DELIVERY, OBSTRUCTED.) 


Meusles requires the ordinary treatment. 

Ovaries, Tumours of. See DELIVERY, OBSTRUCTED, 
Pelvic Bones, Tumours of. See DELIVERY, OBSTRUCTED. 
Pelvis, Contracted. See PELVIC CONTRACTION. 
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Perineum, Laceration of. See PERINEUM, LACERATED. 


Physometra (Tympanites Utert), Air or other gas in the uterine 
cavity is a result either of the admission of air during delivery or of 
putrefaction taking place in the uterus. It is to be guarded against 
by performing all obstetrical operations with the patient on her back, 
and by preventing her from getting into the semi-prone position when 
she is being naturally delivered on her left side, especially if she be 
under chloroform. As it may cause air embolism or septic metritis, it 
is important to remove the placenta by hand as soon as the accident 
is recognised, and to wash out the uterus with normal saline solution 
and the flushing loop curette. When there is air or gas in the uterus 
attempts at expressing the placenta are very liable to produce air 
embolism. If the placenta has already come away the uterine cavity 
should be washed out with the saline solution and loop curette, with 
the patient in the lithotomy position across the bed. 


Placenta, Retained. See under special heading. 


Presentations, Abnormal. See ARM PROLAPSED BEHIND Hmap; ARM 
PROLAPSED BESIDE HEAD; BREECH ARRESTED; BROW PRESENTA- 
TION; FACE PRESENTATION ; FONTANELLE PRESENTATIONS ; PELVIC 
PRESENTATIONS ; ‘TRANSVERSE PRESENTATIONS ; TWINS. 


Scarlatina. Prevention is the important thing, (See PREGNANCY, 
COMPLICATIONS OF.) 


Smallpox. See PREGNANCY (COMPLICATIONS OF). 
Still-birth. See special article. 
Typhoid and Typhus. See PREGNANCY (COMPLICATIONS OF). 


Umbilical Cord (Prolapse of the). See UMBILICAL CorD (PROLAPSE 
OF THE). 


Umbilical Cord (Rupture of the) nearly always occurs near the navel. 
The vessels retract. When the cord is long enough to tie, that should 
be done with sterile thread. When it is too short to tie en masse, the 
arteries and vein may be caught in forceps, drawn out a little, and 
ligatured. In cases in which neither of these proceedings is possible, 
the abdominal wall immediately below the navel is to be pinched up 
in the finger and thumb. The firm cord formed by the umbilical 
arteries will then be felt, and a strong needle carrying a silkworm- 
gut thread should be run underneath them and tied. A similar 
stitch above the navel will secure the vein. The stitches can be re- 
moved in a week. If the tissues be well pinched and the needle 
passed superficial to the pinching finger and thumb, the intestine 
cannot be injured. 
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Uterus, Exhaustion of the. See Secondary Uterine Inertia under 
UTERINE INERTIA. 


Uterus, Inertia of. See UTERINE INERTIA. 

Uterus, Inversion of. See UTERUS (INVERSION OF THE). 
Uterus, Rupture of. See UTERUS (RUPTURE OF THE). 
Uterus, Twmours of. See DELIVERY, OBSTRUCTED. 


Vagina, Affections of. (a) When the vagina is narrowed by congenital 
or cicatricial conditions incisions may be required to aid in delivery, 
if dilatation by bougies has failed. In bad cases the knife or scissors 
should be guided by a finger in the rectum. If the stenosis is so 
marked as to make attempts at delivery by dilatation or by incisions 
futile, Cesarean section should be done. 

(0) A thick and tough unruptured hymen or a transverse septum sonnel 
be divided radially, to avoid lacerations occurring in undesirable 
directions. 

(c) A cystocele may have to be pushed up and the bladder emptied by 
catheter to avoid contusion of its walls between the symphysis and the 
child’s head. 

(d) A rectocele may occasionally necessitate the administration of an 
enema, and the pushing back of the protruding mass, so as to allow 
the head a free passage. 

(¢) Rarely does vaginismus or spasm of the anterior fibres of the 
levator ani muscle take place during labour. When it does, the anterior 
borders of the muscle can be felt as tense bands converging behind 
and situated about an inch inside the orifice. The administration of 
chloroform is the treatment for this condition. 

(f) Lacerations. When these cause hemorrhage they should be 
exposed by speculum and stitched with catgut. (See also VAGINA, 
INJURIES OF THE.) 

(g) Thrombus. Tf the effusion is small and the head not rapidly 
advancing, the forceps should be applied and the child delivered. 
If the swelling is large enough to prevent the passage of the child’s 
head, it must be incised and the clot turned out. After labour the 
bleeding must be stopped by catgut sutures, and the cavity washed 
out with 1 in 2000 sublimate solution and packed with sterile 
gauze. 


Vulva, Lacerations of. See VULVA (INJURIES TO THE). 
LABOUR (Management of).—'The accoucheur should in every case 


be ready to meet any emergency. (See also OPERATIONS, OBSTETRIC, 
Requisites for.) 
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Preparation of the Room. ‘This should be seen to at or before the 
commencement of the labour. A fire should be kindled and the 
temperature kept at about 60° F (15:5°C.). The bed must be placed 
in such a position that it can be approached from both sides. It should 
be in a warm part of the room and protected from draughts. Where 
it can be managed two beds may be provided, a small one on which the 
patient can lie during the progress of labour, and another, warm and 
dry, in which she can be placed when the confinement is over. This 
can only be occasionally done in this country, though it is common 
among continental nations and is far superior to the British plan of 
having the patient confined in the bed in which she is to remain. 
The mattress should be firm and should be covered by a sheet of 
boiled mackintosh, over which is placed the ordinary sheet. Across 
the middle of the bed is then to be laid a boiled waterproof sheet 
about a yard in width covered by a sterilised wood-wool sheet which 
can be subsequently removed. ‘The mackintosh next the mattress 
may be left for a few days. In dispensary practice ‘waterproof 
gauze’ (patent packing paper) may be used instead of the more 
expensive mackintosh, and burned after use. Threads for tying the 
cord should be boiled and placed to soak in 1 in 1000 sublimate lotion. 
The binder (preferably of new flannel), the safety-pins, the diapers, 
and the child’s clothes should be ready. There should be plenty of 
hot and cold sterile water, a basin of (1 in 1000) sublimate lotion for 
the hands, a small basin of (1 in 10,000) sublimate for the child’s eyes, 
with some swabs of absorbent wool in it; and some sterilised or boric 
lint for the child’s navel. A vessel in which the accoucheur can boil 
his gloves should be ready. 


Preparation of the Patient. As soon as labour has set in the 
patient should get a large soap-and-water enema. After it has acted 
the vulva and perineum should be well washed with soap and water 
and bathed with 1 in 1000 sublimate lotion, with a piece of absorbent 
wool. She should then put on a clean warm night-dress, a newly 
washed warm dressing-jacket, and a pair of clean warm stockings. 
As long as she is able to move about, a warm dressing-gown and 
slippers can be worn in addition. Knitting or some other such occupa- 
tion should be given her in the earlier stages. If the abdomen is 
pendulous a firm binder should be applied. When she takes to bed 
the night-dress must be rolled up to the waist, and care should be taken 
to see that the mackintosh does not extend above the night-dress, as it 
then only serves to carry the moisture upwards. The bladder should 
be attended to. Asarule the patient will pass her own water, and 
should be allowed to do so. If, however, she is unable, the catheter 
must be used, the parts being first well washed with sublimate lotion. 


Fig. 42. ABDOMINAL PALPATION: THE UMBILICAL GRIP. 


Enabling the accoucheur to distinguish between head and breech presentations, 
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The recently boiled instrument should be passed by sight, so as 
to avoid any chance of vaginal discharge being carried into the 
bladder. 


Food. Beef-tea, broth, gruel, milk and potash or soda-water, and 
tea may be given during the labour, the patient’s inclination being 
consulted as far as possible. 


(1) Management of the Ist stage of labour.—The patient having 
been carefully examined by abdominal palpation, and the position of 
the foetus having been, as far as possible, made out by that means (see 
Figs. 42, 43, 44), the hands should be well washed in soap and water 
and then steeped for two minutes in | in 1000 sublimate solution 
before the boiled gloves are put on and a vaginal examination is made. 
The external genitals should be bathed with the same warm lotion 
before the finger is inserted. All possible information is to be gained 
by one examination, and another is not to be made for a considerable 
time, as frequent examinations increase the danger of sepsis, and may 
cause rupture of the membranes, or irregular pains, or even displace 
the head. The membranes should be preserved intact and the patient 
allowed to sit up and move about. As soon as the membranes have 
ruptured a second examination should always be made. Prolapse 
of the cord should be felt for. When the os is nearly fully dilated 
the patient must lie down. 


(2) Of the 2nd stage.—Hxaminations may now be more frequently 
made to ascertain the rate of progress of the head, but unnecessary 
interference should be avoided. A basin of warm 1 in 1000 sublimate 
solution should stand beside the bed, and before each examination, 
the gloved hands should be rewashed and steeped in it and the patient 
bathed with it. 

The patient should now be kept in bed, encouraged to bear down 
with her pains, and given something to pull on. The flat of the 
hand should be placed on the lower part of the back if it gives her 
comfort during the pain. As soon as the head begins to distend the 
perineum she must lie on her left side with a pillow between her 
knees, and the accoucheur must attend to the perineum by keeping 
the head from being suddenly forced through during a pain and 
by asking the patient not to hold her breath or bear down. To retard 
the progress of the head the left hand should be carried between the 
patient’s thighs and placed on the presenting part (Fig. 45), while the 
right hand assists it by pressing upwards at each pain on the head but 
not on the perineum, so that the head may be born gradually. When 
the head is born it should be supported on the palm of the hand while 
the child’s eyes are wiped with a piece of absorbent wool which has been 


Fic. 43.—ABDOMINAL PALPATION: THE FIRST PELVIC GRIP (PAWLIC’S GRIP). 


By this means the hard, resisting, and globular head can be definitely located, its size 
estimated, and position determined. 
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previously lying in 1 in 10,000 sublimate solution. The cord should be 
felt for round the neck and, if found, pulled over the head or slipped over 
the shoulders, as can be most easily managed. The left hand is then 
placed on the abdomen, while the right supports the head until the 
next pain. During the delivery of the shoulders, care should be taken 
to prevent their too sudden expulsion, with consequent tearing of the 
perineum. As soon as the child is born the mother should be turned 
partly on her back so as to avoid the inrush of air, which may occur if 
the hand be removed from the abdomen, while she lies on the side. 
This is an important precaution, as vaginal discharges may be carried 
up into the uterus with the entering air, and may set up puerperal 
fever. The attendant will then have both hands free to tie the cord 
and separate the child, which should be warmly wrapped up and 
laid on one side. The cord should be tied by two ligatures, one 
14 inch (3:75 cm.) from the navel and the other close to the vulva, 
and cut between them. It should not be tied until all pulsation in 
it has ceased. Throughout the whole of this stage the gloved hands 
should be dipped in the perchloride lotion each time they are to touch 
the genitals afresh. 


(3) Of the 3rd stage.—The left hand is now again placed on the 
uterus and a look-out is kept for hemorrhage, friction being applied to 
the uterus should it become large and soft. Half an hour is thus 
spent in waiting for the expulsion of the placenta. If it has not 
appeared at the end of that time the uterus is to be grasped in the left 
hand during a pain, the thumb being in front and the fingers spread 
out over the fundus, and firmly squeezed, and at the same time 
pressed down. This manceuvre may be repeated during successive 
pains, and if it fails in an hour the treatment will be that of 
RETAINED PLACENTA (which see). Onits expulsion the placenta should 
be examined to see that the membranes are complete and that there 
is no appearance of any portion having been detached from its uterine 
surface and left behind. ‘The perineum should be inspected, and, if 
any tearing has occurred, should be repaired. The patient is now 
to be covered up and the hand kept on the uterus for fifteen minutes. 
If it is then well contracted and there is no sign of hemorrhage the 
patient is to be cleansed from blood and discharge with warm 1 in 1000 
sublimate lotion and absorbent wool ; all wet clothes are to be removed ; 
and a sterilised, dry, warm, absorbent draw-sheet is to be put under her. 
A sterilised wood-wool diaper and flannel binder are then to be applied, 
the latter being pinned rather towards the patient’s right, so as to allow 
of the fundus being felt from time to time through it. No pad should 
be used, as it is valueless and tends to displace the uterus. The 


Fig, 44.—ABDOMINAL PALPATION; THE SECOND PELVIC GRIP. 


The hands here are directed towards the pelvis of the mother, and the accoucheur can 
decide on the amount of descent (if any) which has taken place. 
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patient’s night-dress having been arranged and the bed-clothes 
straightened, she may have a little gruel or beef-tea. She should not 
be left until an hour from the birth of the placenta has elapsed, and, 
if the pulse is above 100, not even then. 


Subsequent care of the Patient. For the first three days she 
should be kept quiet and have as much sleep as she can get. She 
should take liquid nourishment and have warm dry clothing put on, if 
the perspirations are so profuse as to make her garments damp. The 


Fic, 45,— METHOD OF RETARDING DELIVERY OF THE HEAD IN NORMAL LABOUR. 


amount of urine passed should be noted each twenty-four hours, and the 
character and quality of the vaginal discharge observed. The nurse 
should loosen the binder at the doctor’s visits, so that he may feel the 
uterus. On the third day the bowels should be opened by castor 
oil (except when haemorrhoids are present—J. J. Austin), liquorice 
powder, or the patient’s usual aperient. After this light nutritious 
diet may be given, and the patient gradually brought back to her 
customary food. ‘The patient may sit up in bed on the 7th day; 
sit out of bed on the 12th day; and go downstairs on the 14th 
day. She must avoid strain or sudden exertion for three months. 
The child may be put to the breast within the first twelve hours as 
soon as the mother feels rested enough to take it. 
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These directions apply only to natural cases. Others, in which com- 
plications exist, will be managed according to circumstances. 


Care of the Child. As soon as the nurse has finished attending to 
the mother, she should wash the child in water at a temperature of 90° 
F, (32°2° C.), or not hotter than can be comfortably borne by the bare 
elbow. She should carefully wipe the eyelids with cotton wool, wrung 
out of 1 in 10,000 corrosive sublimate lotion. The umbilical cord 
should be dried, well dusted with boric powder, and rolled up in a piece 
of dry sterilised or boric lint. This dressing must be renewed after 
each bath. The clothes should be put on loosely, especially the roller. 
Nurses do not seem to realise that very little pressure may seriously 
impede the action of the heart and lungs in a tender infant. At the 
first washing it should be noted whether there is anything abnormal - 
about the child, and within the first twelve hours it should be observed 
whether the infant passes its water and motions or not. 


_ LABOUR, PRECIPITATE.—Patients who are known to be liable to 
have precipitate labours should be kept in bed from the onset of the 
pains and made to use the bedpan, so as to avoid having to leave the 
bed during labour. Chloroform should be administered when the 
pains are strong in order to prevent bearing down. 


LABOUR, PREMATURE (Induction of).—Induction of premature 
labour from the sixth month on may be necessary under the following 
circumstances: (1) When the true conjugate measures from 3} to 
2? inches (8 to7 cm.). (2) When the foetus dies habitually after it has 
reached the period of viability and is not syphilitic. (3) Ante-partum 
hemorrhage. (4) Hydramnios causing urgent heart symptoms. (5) 
Certain diseases of pregnancy, e.g. hyperemesis, eclampsia, and some- 
times heart, lung, and kidney affections. 

Of the many methods of inducing premature labour the following 
are the most useful: 1. Catheterisation of the uterus is the best plan 
in cases of contracted pelvis and of premature death of the foetus. The 
patient should be well washed with soap and water and douched with 
1 in 2000 sublimate lotion for two or three days before the operation. 
She should be placed in the lithotomy position across the bed, have 
her vagina and vulva well washed with sterilised green soap, sterilised 
water, and a toothbrush. She should then be douched with 1 in 2000 
sublimate lotion. A Sims’ speculum is now to be passed, and the 
cervix to be lowered by a vulsellum. Two or three boiled flexible 
gum-elastic bougies are then to be passed into the cervix, one by one, 
and pushed upwards as far as they will go. They should be allowed 
to find their own way, and if they meet with any resistance they 
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should be withdrawn and reinserted in a slightly different direction. 
Their ends should be wrapped in sterilised gauze to protect the vagina 
and to prevent the bougies from slipping out. As soonas good labour 
pains have set in the bougies should be withdrawn. If labour pains 
do not come on within twenty-four hours they should be removed and 
the vagina douched and a fresh set of bougies inserted. Once labour 
has set in the case is to be managed on ordinary principles. 

2. Rupture of the membranes is the best method when the bougies 
have failed in the cases suited for bougie treatment and in cases of 
hydramnios, eclampsia, and hyperemesis or other condition requiring 
a speedy diminution in the bulk of the uterus. The patient should, if 
possible, be carefully prepared as for catheterisation of the uterus. A 
Sims’ speculum should be passed, the cervix lowered by a vulsellum, 
and the membranes ruptured and the waters drained off by a 
Bozeman’s uterine catheter. 

3. In some cases of placenta previa, or other condition requiring 
haste, rupture of the membranes may need to be followed by dilata- 
tion of the cervix and the introduction of Champetier de Ribes’ bag. 

4. Version and plugging the vagina are useful under certain condi- 
tions as adjuncts to the above means of inducing labour. Plugging 
the cervix and vagina with sterilised gauze is advantageous in some 
cases of accidental hemorrhage as a means of inducing labour. 

Intra-uterine injections and vaginal douching are only mentioned to 
be condemned. 


LIGATURES IN GYNECOLOGY.—Practically only two kinds of 
material are at present admissible for gynecological sutures and 
ligatures. These are boiled silkworm gut for sutures, which can be 
subsequently removed, and boiled formalin catgut for ligatures and 
buried sutures. Silk should never be buried in the abdomen, except 
in rare cases of repair of bowel lesions. The same remark applies to 
linen thread. (See also SUTURES.) 


LIGATURES (Preparation of Catgut).—lor gynecological purposes 
a good quality of catgut should be selected. Nos. 2 and 3 are the 
most useful sizes, but a finer or a coarser size may occasionally be 
found desirable. ‘The following is the method of preparation : (1) Steep 
in ether for twelve hours to remove the grease ; (2) then in 4 per cent. 
formalin (one drachm of formalin to the ounce of water) for forty-eight 
hours (for thin) or seventy-two hours (for thick gut); (3) then remove 
from the formalin solution and leave in running water for twenty-four 
hours ; (4) then cut in 18-inch lengths, roll each length upon a glass or 
metal reel, one ply thick, and boil in water for four or five minutes; (5) 
finally store in absolute alcohol. Before the catgut is used it should be 
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removed with sterile forceps from the absolute alcohol and placed for 
a few minutes in cool sterile water. Catgut thus prepared will remain 
in the tissues for ten days or more according to its thickness. 

Salkindsohn’s method, which consists in treating the raw catgut by 
immersion in a mixture containing 1 part of tincture of iodine (B.P.) 
and 15 parts of proof spirit, gives excellent results. One week’s 
immersion renders the catgut sterile, while a prolonged use of the 
solution has no harmful effect on the gut. 


LIGATURES (Preparation of Silk).—Fine silk or linen thread 
ligatures and sutures are occasionally used with advantage in repairing 
intestinal lesions. The threads should be cut in 18-inch lengths. 
Each length should be rolled up into a little ball and enclosed in a 
small covering of gauze secured with a stitch. These small packets 
are to be boiled for half an hour in 1 in 500 sublimate solution and 
stored in a sterile, wide-mouthed, glass-stoppered bottle in the same 
solution in which they were boiled. When required for use a packet 
can be removed from the bottle with sterile forceps. 

Silk or linen thread should never be used when catgut will serve the 
purpose. Silk ligatures have been removed from the broad ligaments 
of a patient five years after they had been inserted. They were buried 
in adhesions. 

The Irish linen thread, which is specially made for surgical use, has 
the advantage over silk of being much stronger in proportion to its 
thickness. 


MASTITIS.— Preventive treatment is necessary in all cases of preg- 
nancy, but is particularly so in the case of primiparae. The breasts 
should be examined early in pregnancy. If the nipples are retracted 
the woman should be taught to wash her hands and disinfect them 
in 1 in 2000 sublimate solution, and draw the nipples out by gentle 
manipulation on two or three occasions every day. After each 
attempt to draw them out she should bathe them with a saturated 
solution of boric acid, dry them, and apply a little whisky lotion 
(one part of whisky in two of water to begin with, the strength being 
gradually increased until pure whisky is being used). 

During the puerperal period the nipples should be washed with 
boric lotion both before and after the child takes the breast. Should 
the child stop suckling the breast should be relieved by the breast- 
pump. Cracks in the nipple should be painted night and morning 
with tinct. benzoin. co. 

If, in spite of these precautions, acute mastitis sets in the nipple 
should be covered by a piece of lint soaked in tinct. benzoin. co., and 
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the breast bandaged firmly against the chest wall. At the same time 
the bowels should be freely opened by a hydragogue cathartic, such 
as sodium sulphate, of which one drachm may Be given every hour 
until the bowels act freely. 

When the inflammation goes on unchecked and pus seems likely to 
form, hot boric compresses should be employed, partly for the soothing 
effect of the heat and partly for the purpose of cleansing the skin in 
view of an incision being required. (iédema is the best sign of the 
formation of pus. Fluctuation can seldom be demonstrated. The 
abscess should be opened at its most dependent part by an incision 
half an inch to one inch long (1 to 2°5 em.), radiating from the nipple. 
The septa in the interior should be completely broken down by the 
finger and the whole cavity scraped and washed out with sterile 
normal saline solution by means of a flushing loop curette. The 
cavity should then be wiped dry and packed with sterile gauze. 
The gauze must be changed every day until the discharge of pus 
ceases, when a thick-walled rubber drainage tube should be inserted 
and the breast bandaged firmly to the chest-wall with the view of 
getting the walls of the cavity to lie in close apposition. In a few 
days the tube may be removed. When the cavity is large two or 
more openings may be required to secure good drainage. Once a 
mammary abscess has been opened firm pressure should be maintained 
by a pad and well-applied bandage. 


METRITIS. — Preventive Treatment. See UTERINE DISEASE 
(PREVENTION OF). 


General Treatment. Should receive the greatest attention in all 
cases. Fresh air, wholesome diet, and moderate exercise merely 
require mention. Avoidance of fatigue and strain of travelling on 
trains or tramcars, or any vehicle where jolts and jars are liable to 
be inflicted on the pelvic organs, should be particularly insisted on. 
Abstinence from sexual intercourse will often be necessary. The use 
of laxatives and of glycerine enemata or glycerine suppositories or 
plain water enemata may be needed to secure evacuations of the 
bowels. General tonics are frequently indicated. Natural medicinal 
waters are often of great benefit, the ferruginous ones being specially 
appropriate in the anzemic cases (Bath, Tunbridge Wells, Schwalbach), 
the alkaline in dyspeptic cases (Ems, Pyrmont), and the indifferent 
and sodium chloride in the neurotic (Leamington, Woodhall, Kissingen). 
Immobilisation, so far as it can be obtained, by an abdominal belt 
deserves due attention. In many patients who are debilitated by 
prolonged suffering a period of six or eight weeks’ confinement to bed, 
with appropriate dieting, tonics, and general massage, will be an im- 
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portant adjunct to local treatment. In all severe and obstinate cases 
it should be strongly advised. The use of ergotin is an important aid 
in the treatment of Chronic Metritis. It should be given for a few 
days before the period is expected and continued until it has ceased, 
and taken in this way each month for several months after the patient 
is apparently well. The dose will vary from gr.ii. thrice daily to 
gr. ii, every three hours according to symptoms. 


Acute Metritis or Endometritis may occur as a result of — 


1. Septie infection in connection with labour or abortion. (See 
PUERPERAL FEVER and PUERPERAL SEPTIC ENDOMETRITIS.) 


2. Gonorrhceal infection or (rarely) septic infection from the use 
of dirty instruments. 


The treatment of acute gonorrhceal metritis or of acute metritis 
from septic instrumentation is the same, and includes: rest in bed ; 
the use of morphia by draught or suppository for pain, if necessary ; the 
administration of quinine in such doses as the patient can tolerate ; and 
attention to the bowels and diet. Locally much interference is to be 
deprecated. Hot prolonged douches of 1 in 4000 sublimate solution 
should be given three times a day as described under Douches (see 
UTERINE THERAPEUTICS), care being taken that any residual fluid is 
expelled from the vagina by getting the patient to strain. <A glycerine 
pessary containing five grains of iodoform or a tampon soaked in 
glycerine and dusted with iodoform should be placed in the vagina at 
bedtime and removed inthe morning. As the more acute symptoms pass 
off an iodine douche (one drachm of the tincture to a quart of water) 
should be substituted for the sublimate one. Curetting and intra-uterine 
medication or intra-uterine douching are harmful in acute metritis of 
this kind. The same remark replies to scarification or puncture of the 
cervix. The essential thing is to assist the ordinary natural tendency 
which these cases show to recover, and to avoid any violence to the 
already overtaxed tissues. Hot compresses applied over the abdomen 
are soothing, and should be used regularly during the more acute 
stages. They may also be advantageously used over the perineum, 
provided there are no signs of excoriation. 


Chronic Metritis and Endometritis may, from the point of view of 
treatment, be considered under three heads, viz. :— 
1. Cases where there is neither profuse leucorrhcea nor hemorrhage. 
2. Cases in which there is copious leucorrhcea or an abnormal loss of 
blood. 


3. Cases in which there is evidence of gonorrhceal infection. 


1, Cases in which there is neither leucorrheea nor hemorrhage as a 
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pronounced symptom require great attention to the general treatment. 
The question of rest should be carefully considered and the desirability 
of general massage borne in mind, while the administration of iron 
between the menstrual periods and of ergotin during them should not 
be neglected. Every point in general treatment should be carefully 
thought out, and a scheme appropriate to the case in hand decided 
upon. In these cases the general is often of more importance than 
the local treatment. During the course of treatment, and for three 
months after it, small or moderate doses of ergotin should be given for 
a few days before and during the continuance of each monthly period, 
iron being administered in the intervals. Ergotin gr. ii. in pill every 
four hours will be an average amount for most cases. ) 

The local treatment resolves itself into the use of hot hip-baths or 
prolonged hot douches, of glycerine pessaries in the unmarried and 
glycerine tampons in the married, and the application of tincture of 
iodine or iodised phenol to the uterine cavity every fifth day by 
means of a Playfair’s probe (Fig. 46), the tincture being used when 
the periods are not more prolonged or profuse than normal, and the 
iodised phenol when they are. 


ee ep 


Fic. 46.—PLAYFAIR’S PROBE. 


The majority of cases in young girls fall under this head, and in 
them general treatment, glycerine pessaries, and hot douches, together 
with the administration of iron between the periods and of ergotin 
during them, will suffice without the use of intra-uterine applications. 
Where, however, there is any cervical erosion intra-uterine treatment 
is essential, whether the patient be married or single. 

2. Cases in which there is copious leucorrhcea or an abnormal loss 
of blood need vigorous local treatment. In these the general remedial 
measures must receive due attention, and the use of ergotin at the 
menstrual epochs must be freely resorted to. 

Local treatment is to be commenced by the free use of the curette 
(see CURETTING). A week later a course of intra-uterine treatment 
should be begun. This will, as a rule, consist in an intra-uterine 
injection of iodised phenol by Braun’s syringe (Fig. 47) every fifth 
day, or an intra-uterine application of the same agent by Playfair’s 
probe, repeated for eight to twelve times. The number of applications 
and the amount of caustic used at each must be left to the discretion 
of the medical attendant. The average case is best treated by iodised 
phenol, but when there has been great tendency to hemorrhage, liq. 
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ferri perchlor., or a 50 per cent. solution of chloride of zinc (made 
from the fused sticks), may be used on two or three occasions. At 
the same time that these measures are being carried out, hot douches 
and glycerine tampons should be used, and should be continued for 
some weeks after intra-uterine treatment has ceased. The patient 
should be kept under treatment until one or two normal menstrual 
periods have passed. The chronicity of the disease renders it impera- 
tive that remedial measures should be persevered in until there is 
substantial evidence that the condition is very materially improved. 

3. Cases in which there is pus in the urethra, or in Skene’s glands, 
or in Bartholin’s glands, or any other evidence of gonorrhoea, require 
careful handling. Here the general treatment and the use of iron will 
require the usual great amount of attention, because the patients are 
often in a debilitated state from a general infection having occurred. 
The local treatment should assume a special form. For the first two 


Fic, 47.—BRAUN’S SYRINGE, 


weeks 1 to 4000 sublimate douches should be used twice a day, and a 
glycerine and iodoform tampon introduced into the vagina at bedtime. 
After each douche the patient should sit up, and strain so as to get rid 
of any residual lotion. The tampon may be introduced by the box- 
wood introducer, or, where the vagina is narrow, glycerine pessaries 
containing five grains each of iodoform may be used. At the same time 
intra-uterine treatment should be carried out once a week as follows : 
Three Playfair’s probes should be thinly and evenly coated with cotton 
wool and dipped in crystalline carbolic acid, which has been liquefied 
by standing near a fire or in hot water. The probes should then be 
laid aside until the carbolic has had time to crystallise upon them. 
Meantime the patient is to be well douched with 1 in 2000 sublimate ; 
a Sims’ speculum should be passed ; and the cervix caught in a bullet- 
forceps vulsellum. The cervix is not to be lowered, but merely steadied 
by the vulsellum while the probes are being introduced. The curve 
and direction of the uterine cavity must first have been ascertained by 
the sound, and the probes must be bent in a suitable way and directed 
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in the proper course, the important thing being to cause as little dis- 
turbance of the uterus and appendages as possible. After the removal 
of the vulsellum the vagina should be washed out and dried, and an 
iodoform and glycerine tampon applied. At the end of a fortnight 
weak iodine douches (Zi. of the tincture to one or two pints as the 
patient can bear it) should be resorted to instead of the sublimate, 
which is to be reserved for those occasions on which an intra-uterine 
application is made. Such is the treatment. for a gonorrhceal case. 
The only exception which necessitates departure from it is when 
hemorrhage exists. Then the curette, followed by tinct. ferri 
perchlor., or 50 per cent. zine chloride, is essential. In gonorrheeal 
metritis the curette, as a rule, does harm, but in the presence of 
hemorrhage the risk of extending the inflammation must be regarded 
as secondary to the danger of repeated bleedings. 


The treatment of certain Complications and Sequelae of Metritis 
demand some special notice. 

1. Mucous Polypt may require removal by forceps or curette, and in 
women over middle life their presence should excite suspicion and lead 
to the careful examination of the endometrium of the cervical canal 
above their point of growth. They often coexist with malignant disease 
of the cervical canal. 

2. Erosions of the cervix and distended Nabothian follicles often require 
prolonged local treatment. Erosions should be well curetted, and 
distended follicles thoroughly punctured and evacuated. When the 
erosion is recent and there is not much thickening of the cervix, it 
will yield to the curette followed by a few weekly applications of solid 
nitrate of silver and dry boric acid dressings, the vagina being 
douched, and the boric acid applied to the cervix with a spatula, to 
the amount of a teaspoonful of the powder every second or third day, 
and kept in place by a dry cotton-wool tampon. For old-standing 
erosions caustics are worse than useless. For them the excision of the 
diseased tissue, followed by careful union of the vaginal and uterine 
mucous membranes, is the best treatment (Schroeder’s operation). 
(See CERVIX UTERI, LACERATIONS OF THE.) 

3. Lacerations will demand repair of the cervix when the cervical 
hypertrophy is not great (Emmet’s operation ; see under CERVIX UTERI, 
LACERATIONS OF); or amputation (Schroeder’s operation) when it is. 

4, Atrophy of the uterus as a whole, or of the endometrium alone, 
is a not unusual sequel to Metritis, and is to be regarded as the 
natural result of a severe inflammation which has run its course and 
arrived at the last stage of its career. Scanty menstruation or 
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amenorrhea is the chief symptom, and may be somewhat improved 
by general treatment—hot douches and occasional intra-uterine applica- 
tions of tincture of iodine. Once pronounced atrophic changes have 
occurred treatment is useless or injurious so far as the uterus is con- 
cerned. Its importance to the practitioner arises from the fact that 
the patient is liable to attribute her condition, which is really only 
the normal termination of an unchecked inflammation, to a curetting 
or some treatment which has been employed in the effort to arrest the 
progress of the disease. 

5. Fibrosis of the uterus is another sequela of Metritis. Here the 
uterus is enlarged and hard, and the chief symptom is profuse and 
prolonged menstruation. The curette and caustics cure some cases, 
but in most pronounced examples nothing but vaginal hysterectomy 
will suffice. 


MORNING SICKNESS. Sce PREGNANCY (VOMITING OF). 


MYOMECTOMY (Abdominal).—This operation is suitable for 
pedunculated and subserous fibroids. 

The preparations and instruments are the same as those for 
ABDOMINAL OPERATIONS (which see). The patient is to be anesthetised 
and placed in the Trendelenburg position. The abdomen is then 
opened by a median incision sufficiently large to allow of easy 
extraction of the tumour. The intestines are covered by gauze pads 
and the tumour drawn out through the wound. If it has a narrow 
pedicle this is to be transfixed and tied with boiled catgut, after which 
the tumour is to be removed and the edges of the stump brought 
together by a few points of boiled catgut suture. If the pedicle be 
thick an incision should be made through the peritoneum where it 
covers the tumour near its point of attachment. This will allow the 
pedicle to be secured by a number of mattrass sutures of boiled cat- 
gut sufficient to control hemorrhage. These sutures are to be inserted 
by means of round needles. When the tumour has been cut off any 
bleeding points in the stump can be controlled by further mattrass 
sutures. When all oozing has been stopped the cut edges of the 
peritoneum are to be loosely united to one another by a few points of 
suture. Closure of the wound and subsequent treatment are the same 
as for ovariotomy. 


OBSTETRIC OPERATIONS. Sec OPERATIONS, OBSTETRIC. 


OOPHORECTOMY.—The preparations and instruments required 
are the same as for OVARIOTOMY (which see). The patient should be 
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placed in the Trendelenburg position at once, because free access to 
the bottom of the pelvis is here essential, while in ovariotomy free 
access to the pelvis is not always needed, and the flat position reduces 
the risk of fluid gravitating towards the diaphragm, should the cyst 
leak into the peritoneal cavity. The abdomen is opened in the middle 
line as in ovariotomy, and the fundus uteri sought. The ovaries and 
tubes can then, in many cases, be at once set free from adhesions and 
drawn up with the fingers. When the tube is much distended it is 
prudent to aspirate it and clamp the needle-hole with forceps before 
attempting to separate or withdraw it. At times it is useful to catch 
the uterine end of the tube in forceps and elevate it thereby. Before 
any attempt at separating adhesions is made the abdominal cavity 
should be well protected with gauze pads. It is always essential to 
separate deep pelvic adhesions with the greatest care, lest the rectum 
or other part of the bowel be torn, or the large pelvic veins be 
ruptured, or the tube be burst. As soon as the ovary and tube have 
been freed and raised, the broad ligament should be transfixed at the 
level of the round ligament and tied with catgut in two equal portions, 
the uterine side being knotted first. The uterine appendages are now 
to be cut off and a few catgut stitches inserted in the stump with a 
round needle, so as to lessen the raw surface. ‘The inflamed tissues are 
often friable and require gentle handling and careful application of liga- 
tures, Sometimes an adherent ovary tears and a portion is left. The 
sharp spoon curette should be applied to the retained portion. The same 
may happen to a tube, and its lining membrane may need curetting. 
Under such circumstances drainage by combined gauze and tube is often 
necessary. The closure of the wound and the subsequent management 
of the case is the same in odphorectomy as in ovariotomy. 


OOPHORITIS. See OvAry (INFLAMMATION OF THE). 


OPERATIONS (Preparation of the Operator, Assistant, and Nurses 
for).—No one should take part in the performance of an operation 
who is at the time suffering from any wound, boil, or pimple, or who 
has been recently handling an infectious case. A warm bath should 
be taken on the morning of the operation, and clean clothing should 
be put on. The nurses, as they are most intimately associated 
with the patients, should have dresses which have been washed and 
boiled, and which have sleeves capable of being turned up above 
the elbows. Immediately before operation the hands and forearms 
should be thoroughly cleansed, and for that purpose the room in 
which the washing is done should be provided with the following 
requisites :— 
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(1) Soap and clean boiled nail-brushes. 

(2) Plenty of hot and cold water. 

(3) ‘Turpentine. 

(4) Chlorinated lime and carbonate of soda in separate wide- 
mouthed bottles. 

(5) Corrosive sublimate solution, in a blue fluted bottle labelled 
poison, of such a strength that a drachm to the pint of 
water will make a lotion of the strength of 1 in 1000, or 
else tablets of corrosive sublimate. 


The nails are to be trimmed and the hands and arms well scrubbed 
with soap and hot water for three minutes or more; then rubbed with 
turpentine, and again washed with sterile green soap and water ; then, 
while wet, rubbed with chlorinated lime until a paste is formed ; then 
rubbed for five minutes with carbonate of soda (which, mixing with 
the chlorinated lime paste, sets free chlorine) ; then washed in sterile 
water till all the paste is removed ; then bathed in 1 in 1000 corrosive 
sublimate lotion; and-finally rinsed in boiled water. Once the hands 
are cleaned care must be taken that they touch nothing but the 
wound or the instruments or sponges. They should never be dried. 

After the hands have been washed the surgeon and assistant put 
on their sterilised waterproof aprons and operating coats. They 
should then put on their boiled gloves and their sterile head and 
face coverings. 

At all important operations two nurses are required. One of them 
must touch nothing but the instruments, ligatures, and sponge cloths, 
and must wear gloves. The other arranges the patient on the table, 
and changes the water in the basins for hands and sponge cloths, but 
takes no part in handling anything which will come in contact with 
the wound. The sponge nurse is responsible for the instruments and 
sponge cloths, and, before the wound is closed, she should see that 
she has the correct number of each. She should also, for her own 
sake, remind the operator to count them, both before and after the 
operation. 


OPERATIONS (Preparation of the Room and Surroundings for).— 
Previous to all the great operations the furniture, woodwork, and floor 
should be washed with soap and water. In private houses the carpet 
should be taken up, the curtains, pictures, and unnecessary furniture 
removed, and the walls dusted before the washing is done. After the 
washing, carbolic acid should be burned in the room by Mr. Conway 
Scott’s apparatus, and the door and windows closed for twenty-four 
hours. When that time has elapsed, the windows should be opened 
and the fire lighted. Before operation, the temperature of the room 
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should be raised to about 65° F. (16°4° C.) and, in winter, hot-water 
bottles should be ready to place under and around the patient on the 


table. 


Care should be taken to have fresh, clean blankets and sheets on 


the bed, and to have the bed warm. The arrangement of the room 
will depend on the nature of the operation, and plans for the different 
operations are shown in the following diagrams (Figs. 48, 49, and 


50). 
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The operation room should contain :— 


1 


bo 


Two basins for the hands and two for sponges, properly 
cleansed and boiled. 


. Trays, for instruments, which have been boiled. 
. Two glass douches, with tubing and fittings, which have been 


boiled. 


. Three large jugs containing cooled boiled water for washing 


hands and sponge-cloths and flushing, and a small, clean, 
empty jug, as well as two kettles of boiling water on the 
fire. The water should have been strained through flannel 
as it comes from the tap. 


. Whisky. 
. A Transfusion Apparatus (Fig. 34), and 
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7. Two gallons of boiled and cooled salt solution (two teaspoonfuls 
of salt to the pint). When it is required, equal parts of hot 
plain sterile water should be added to it. 


OPERATIONS, ABDOMINAL (Requisites for the Removal of 
Abdominal and Pelvic Tumours). 

N.B.—Every requisite for an operation should be prepared from the 
list, the exact number of articles being laid out in each case. This 
will ensure (1) that nothing will be forgotten and that no one will 
have to leave the room during the progress of the operation ; (2) that 
all instruments, etc., will be perfectly clean ; and (3) that no mistake 
can be made in counting the instruments and sponges after an opera- 
tion. No deviation from the list should be permitted. 


i. Aneesthetic-box containing :— 


1. Junker’s inhaler and an ether inhaler. 4, Ether. 
2. Chloroform, at least 3 iv. 5. Hypodermic syringe. 
3. Tongue forceps. 6. Amy] nitrite. 


ii. Fourteen sterilised sponge-cloths, 6 large and 6 small, and 
2 extra large. 


iii. Four basins and jugs for hot and cold boiled water. 
iv. Douche and tubing with glass nozzle. 

v. Trays for instruments. 

vi. Instruments :— 


1. Knives: scalpel and blunt- ll. Tait’s evacuating trocars 
pointed bistoury, . 2 and tubing, 2 
2. Scissors, straight and curved 3 prs.| 12. Aspirator and trocar, i) 
3. Forceps, (a) Dissecting, . lpr. | 18. Murphy’s button, sed it 
(b) Pressure,. . 12 prs.| 14. Simon’s vaginal speculum, 1 
(c) Fenestrated, . 2 prs.) 15. Vulsella, 2 
4. Director, : 1 16. Uterine sound, 1 
5. Retractors, broad ana nar- 17. Bladder sound, . 1 
row, : : rns 18. Glass catheter, 1 
6. Pedicle “naeilies : 5 4 19. Sharp spoon curette, . ] 
7. Aneurysm needles, . a2 20. Needles, (a) Long straight, 6 
8. Sponge-holding forceps, 2 (b) Curved, . 6 
9. Ovariotomy forceps, . . 4prs. (c) Bowel, 2 
10. Cyst forceps, : ‘ . 2prs.| 21. Needle-holder (Fig. 51), ] 

22. Razor. 


vii. Ligatures :—(a) Formalin catgut (boiled and preserved in 
absolute alcohol), 


(0) Boiled silk, Nos. 1, 3, and 5. 
(c) Boiled silkworm gut. 


OPERATIONS IN GYNECOLOGICAL CASES 117 


viii. Three glass drainage-tubes in different sizes, and some 
rubber tubing. 


ix. Dressings :—(a) Strips of sterilised gauze. 
(b) Sterilised absorbent wool. 
(c) Broad piece of lint. 
(2) Adhesive plaster, 4} in. broad. 
(c) Flannel binder. 
x. Sucker and tubing (Lawson 
Tait’s). 
xi. Hand mirror. 
xii. Three or four pairs of boiled 
rubber gloves. 

xiii. Sterilised caps or gauze bands 
for the heads of the surgeon, 
assistant, and nurse. 

xiv. Sterilised mouth protectors of 
six or eight folds of steri- 
lised gauze for the surgeon, 
assistant, and nurse. 

xv. Sterilised coats for the surgeon, 
assistant, and nurse. 

xvi. Boiled ‘waterproof cambric’ 
aprons for the operator, 
assistant, and nurse, and 
several large sheets of boiled 
‘waterproof cambric’ to lay 
over the patient and her 
clothing around the field of 
operation. 


OPERATIONS IN GYNECO- 
LOGICAL CASES (Preparation of 
the Patient for)—The following 
routine should be carried out in 
all cases, and should be supple- 
mented by special preparations for 
particular operations. On her ad- 
mission to hospital the patient 
should have a hot bath and be 
well scrubbed from head to foot; she should then put on a clean 
night-dress and go to bed, where she should be kept for a few 
days before operation. During this period of observation her bowels 


Fic, 51.—NEEDLE-HOLDER FOR CURVED 
NEEDLES (2 ordinary size). 
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should be opened daily by some mild aperient, such as liquorice 
powder or colocynth and hyoscyamus pill; her temperature should 
be taken night and morning, and recorded on a chart; her diet 
should be attended to, milk food alone as a rule being given for at 
least one day before operation; her morning urine should be kept 
for examination ; and any peculiarity in her appearance or health 
should be brought under the surgeon’s notice. These directions apply 
to all cases, but the following additional preparations are needed for 
each class of operation :— 

(a) Abdominal Sections. When possible, for three days before 
operation, the abdomen should be kept constantly covered with lint 
wrung out of hot saturated solution of boric acid, and covered by 
gutta-percha tissue. The night before operation the patient should 
get a second warm bath, and be well scrubbed with soap and water. 
She should then be put to bed in clean linen, and get a purge and a 
vaginal douche of 1 in 2000 corrosive sublimate. Next morning, 
three hours before the time arranged for operation, she should get as 
large an enema of soft soap and water as she can take. When it has 
acted she must get a vaginal douche of corrosive sublimate (1 in 
2000) and then be well washed with hot water and Fels’s germicide 
soap, first over the abdomen and afterwards about the perineum and 
vulva. After washing, the skin over the abdomen is to be rubbed with 
turpentine, to remove grease and let the sublimate lotion penetrate 
to the deeper layers. The turpentine should be washed off with soap 
and fresh water. Finally it is to be washed with corrosive sublimate 
(1 in 1000), and a compress wrung out of the same solution is to be 
put over the whole abdomen, and covered with gutta-percha tissue 
and a binder. This is to be left until the operator removes it. The 
legs, thighs, and arms are then to be bandaged with fresh cotton 
wadding and new bandages, and the chest is to be protected by 
wadding. Drawers ought not to be used, as they are not warm, and 
are in the way. A short jacket may be worn, but it should have very 
wide sleeves and should fasten behind, so that it may be easily re- 
moved if soiled. The patient can come to the operation room in a 
clean blanket, but immediately before doing so the catheter should 
be passed. While she is going under the anesthetic her legs should 
be secured to the table by a clean strong bandage passing over the 
thighs just above the knees and under the table. Her hands should 
also be tied by her sides. Two small newly washed blankets, one for 
the legs and one for the chest, should then be laid over her and 
covered by sterilised towels, leaving only the surface of the abdomen 
exposed. The whole field of operation should be surrounded by 
sterilised towels, so that during the operation it will be impossible 
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for hands or instruments to touch anything which is not surgically 
clean. 

(b) Vaginal Operations. For three days before operation a morning 
douche of corrosive sublimate (1 in 2000), and an evening one of 
Condy’s fluid (a teaspoonful to the pint) should be given. The night 
before operation the patient should have a warm bath and a purge. 
Next morning, three hours before the time of operation, a large soft- 
soap and water enema is to be given. If it seems not all to come 
away, it should be followed by half a pint of cold boric acid lotion. 
When the enema has acted the hair about the vulva is to be cut 
short ; the vagina is to be washed with soap and water with one or two 
fingers, and then syringed with corrosive sublimate (1 in 2000); the 
abdomen, vulva, folds of the groins, and upper parts of the thighs 
are to be well washed with Fels’s germicide soap, then rubbed with 
turpentine, again washed with soap and water, and finally washed 
with corrosive lotion (1 in 1000). A corrosive compress (1 in 1000), 
under tissue, is then to be put over the lower half of the abdomen, 
the vulva, and perineum, and secured by a T-bandage. The legs 
and thighs should then be covered with clean cotton wadding and 
bandages. The patient should be carried to the table to avoid soiling 
her feet, and a pair of sterilised white cotton stockings should be 
drawn over the bandages. Special precautions should be taken to 
have the covering of the feet and legs clean in these cases, otherwise 
the assistants holding the legs may get their hands soiled, and con- 
taminate the wound. These directions apply to all operations on the 
uterus, vagina, bladder, or perineum, but have particular force in 
vaginal hysterectomy for cancer. In cases where a vaginal examina- 
tion only is required, the slovenly practice of putting the patient on 
the table with her own stockings on is to be strongly deprecated, as 
such stockings are a source of danger to the patient, and are likely 
to be unpleasant for the surgeon and assistants. A few pairs of large 
white stockings should be kept in hospital for such use. 

(c) Operations for Piles and on the Bowel. Uere the course of pre- 
paration is the same as for vaginal work, except that the large warm 
soap-and-water enema should always be followed, as soon as it comes 
away, by another of a pint of cold boric acid lotion. The washing 
and disinfection of the skin should extend up behind as high as the 
small of the back. 

N.£.—Patients who are to get an anesthetic should have nothing 
to eat or drink on the morning of their operation, except in cases of 
extreme weakness, where it may be necessary to give a little beef-tea 
or stimulant at least three hours before operation. This, however, 
should only be done under the surgeon’s instructions. 
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OPERATIONS, OBSTETRIC (Requisites for) :— 


i. Chloroform, chloroform inhaler, and tongue forceps. 
il. Twelve large sponge-cloths. 
ill. Sterile basins for hands and sponges. 
iv. Douche, with 1 in 2000 corrosive sublimate. 
v. Jug of hot boiled water for instruments. 
vi. Instruments :— 


— 


. Catheters, metal, and No. 6 10. Champetier de Ribes’ bag and 
gum-elastic, 2 introducer. 

2. Midwifery forceps, 1) 11. Higginson’s syringe and nozzle 
3. Needles, large, full curved, 3 12. Strong, blunt-pointed scissors. 
4, Needle holder, 1) 13. Sims’ speculum. 
5. Perforator, 1 14. Strong vulsellum. 
6. Cephalotribe, 1 15. Long and short rubber gloves. 
7. Craniotomy forceps, 2 16. Nail-brush and Fels’s soap. 
8. Blunt hook, 1| 17. Large Bozeman’s catheter. 
9. Crotchet, : : 1 18. Saline transfusion apparatus. 


19. Hypodermic syringe. 


vii. Ligatures :—Silkworm gut and boiled formalin catgut. 
viii. Dressings :—(a) Iodoform powder. 
(b) Sterilised gauze in large strips. 
(c) Sterilised cotton wool. 
(d) Three sterilised 6-yard roller bandages 
for packing the uterus. 


N.B.—The instruments and dressings should be carried in a metal 
box with telescope lid. The box and lid can be used to boil the 
instruments and dressings if necessary. 

The following drugs should be included. They are to be kept in 
bottles with glass stoppers and burnt-in labels. Such bottles can 
be boiled or steeped in strong sublimate solution, if necessary : 
(1) laudanum; (2) liquid extract of ergot; (3) tincture of the 
perchloride of iron; (4) corrosive sublimate tablets; (5) liquor. 
strychnin, 


OPERATIONS, PELVIC (Complications after).—In order of time 
of onset the three most important complications following pelvic 
operations are hemorrhage, peritonitis, and phlebitis. These and 
other less serious complications are dealt with under OVARIOTOMY 
(which see). | 

Hemorrhage usually occurs within twenty-four hours of the opera- 
tion. As soon as it is recognised the bleeding point should be secured, 
blood and blood-clot removed, and,saline’ injected under the breast if 
necessary. 


OVARIOTOMY | 1 | 


Peritonitis shows itself within three days. If a patient gets well 
over the fifth night she may be regarded as fairly safe. (See PELVIC 
PERITONITIS. ) 

Phlebitis appears between the tenth and fifteenth days. (See 
PHLEBITIS. ) on 

Cystitis should seldom occur in well-nursed cases. Care that the 
bladder does not get over-distended and attention to asepsis in the 
use of the catheter are the great safeguards against it. (See CYSTITIS.) 


OVARALGIA. See OvARY (NEURALGIA OF THE). 


OVARIOTOMY.—Preparation of the Patient. (See OPERATIONS IN 
GYNECOLOGICAL CASES, Preparation of the Patient for.) 

Preparation of the Room. (See OPERATIONS, Preparation of the 
Room and Surroundings for.) , 

Instruments and Appliances required. (See OPERATIONS, ABDOMINAL, 
Requisites for Removal of Abdominal and Pelvic Tumours.) These 
should be counted by the surgeon while the patient is being anes- 
thetised, so as to check the nurse’s work. 

Steps of the Operation. The patient being fully anesthetised, the 
operator makes a median incision through skin and fat, between the 
umbilicus and pubes, for a distance of about 24 inches (7 centimetres). 
In thin distended patients this should not be done rashly, lest the 
attenuated belly wall be wholly divided, and the viscera injured. 
The sheath of the rectus on one side should now be divided, and the 
muscle displaced, so as to disclose the hinder layer of the sheath, 
which, together with the sub-peritoneal fat, should be cautiously 
incised. The peritoneum, now exposed, should be raised between two - 
pairs of forceps, and nicked so as to allow air to enter the abdominal 
cavity, and produce a space between the anterior abdominal wall and 
the contents of the abdomen. The finger is then introduced, and the 
peritoneum divided to the same extent as the skin. In doing so, care 
should be taken that the bladder is not pushed up so as to be in 
danger of being wounded. The surgeon now introduces his fingers or 
hand, and ascertains the size, consistence, and connections of the 
tumour. He may find a typical ovarian cyst, or a solid tumour, or an 
enlarged uterus, or malignant or tubercular masses, or insurmountable 
adhesions. Before going further he must determine the nature of 
the tumour, and, above all things, whether it can be prudently re- 
moved. Having decided that it is a removable cyst, he, if necessary, 
enlarges the parietal wound, and delivers the tumour. As a rule the 
tumour should be removed whole, even at the expense of a long 
incision. When it cannot be extracted whole, it should be aspirated 
if possible. Failing this, its surface should be scored with the point 
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of the knife, and a large Lawson Tait’s trocar (Fig. 52), with tubing 
attached, driven into it, while the assistant with his hands on the 
patient’s loins presses the tumour forwards into the abdominal wound. 
As it empties, large forceps should be placed upon it, so as to drag the 
aperture well out of the abdomen, and, when it is emptied, the trocar 
should be removed, and the opening in the tumour wall securely 
clamped. We never know when an apparently simple tumour may 
be malignant, and so we require to avoid opening it if possible, and, if 
it must be opened, we have to prevent extravasation of its contents as 
far as we can. In a few exceptional cases it will be necessary to 
incise the tumour capsule, and introduce the hand to break up 
secondary loculi, or remove gelatinous contents. When this has to 
be done the abdominal cavity should be well protected by large gauze 
pads. Adhesions have to be dealt with as the tumour is being with- 
drawn. Adherent omentum should be ligatured with catgut and 


Fic. 52.—LAWSON TAIT’s TROCAR. 


divided. Adhesions to the anterior abdominal wall should be rubbed 
off the surface of the tumour by light pressure with a gauze pad. 
The same remark applies to adhesions to intestine or bladder, but 
greater care is required with them. When adhesions to the abdominal 
wall, bowel, or bladder are so strong as to refuse to separate safely by 
pressure of a gauze pad, the surface of the tumour should be slightly 
incised, and a layer of its capsule left adherent, hemorrhage from the 
portion left being restrained by a few silk sutures. Adhesions deep in 
the pelvis may be wiped off the tumour when not too dense, but no 
great force should be used lest large veins be torn or the rectum 
injured. When they do not readily yield, the surface of the tumour 
should be incised, and a portion of the outer coat left behind as in the 
case of dense adhesions elsewhere. 

The pedicle is recognised by the presence of the Fallopian tube. 
When it is not very thick it should be transfixed about the centre of 
its breadth and as close as possible to the round ligament, veins being 
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avoided. The pedicle needle should carry a piece of catgut long 
enough to form two ligatures and thick enough to stand a good strain, 
No. 3 being a good average size. The loop of the ligature should now 
be caught and the needle withdrawn. Then the ligature should be 
divided. The two ends of the portion enclosing the outer half of the 
broad ligament are clamped together temporarily with pressure forceps, 
while the half embracing the inner portion of the broad ligament and 
including the Fallopian tube, a fold of broad ligament, the included 
vessels, and sometimes a portion of the round ligament, is tightly 
tied. Thereafter the outer portion, encircling the ovarian ligament, 
ovarian artery and veins, and a large fold of round ligament, is also 
securely tied. Reef knots must be used. A very thick pedicle may 
require three or more ligatures, including different segments of its 
breadth, to make it secure. During the application of the ligatures the 
abdominal contents should be protected by gauze pads. As soon as 
they are securely tied the pedicle is to be cut straight across about 
? inch (2 centimetres) beyond the ligature and the tumour removed. 
The stump should be grasped on each side in forceps and held in view 
till it is absolutely certain that it cannot bleed. A few interrupted 
catgut sutures should then be inserted so as to diminish the raw 
surface of stump as much as possible. It may then be allowed to fall 
into the pelvis. In the case of very short and thick pedicles the utero- 
ovarian ligament should be first secured separately. The anastomosis 
between the uterine and ovarian arteries should then be tied. Finally 
the ovarian artery should be ligatured and the tumour removed. The 
surgeon now examines the other ovary and deals with it if necessary. 
He then mops up any blood or fluid which may have escaped into the 
abdominal cavity, takes a final look at the stump to assure himself that 
it is secure, and asks the nurse to count the fourteen gauze pads while 
he pulls down the omentum over the small intestine and proceeds to 
close the wound. 

Closure of the wownd is accomplished by first taking up the peritoneum 
and posterior sheath of the rectus in a continuous catgut suture. Then 
two or more interrupted silkworm-gut sutures are inserted through 
skin, fat, fascia, and rectus muscle, and for the time being left untied. 
Between them the edges of the anterior fascial sheath of the rectus 
are accurately brought together by interrupted catgut stitches, and 
then the silkworm-gut sutures are tied. A few points of fine silk- 
worm-gut suture may be used to adjust the skin edges. 

The dressing consists of a few layers of sterilised gauze covered by a 
few pads of sterilised cotton wool, and secured by a sterilised flannel 
binder. _ 

V.B.—-As soon as the operation is completed the surgeon must him- 
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self count the gauze pads and the instruments, so as to check the 
nurse’s counting and leave no possibility of a mistake. 

After treatment. The patient is gently removed to a warm bed, and 
placed on her back with a pillow under her knees. The bed should be 
well warmed beforehand, and the hot-water bottles removed until after 
she recovers consciousness, lest she be burned. If pain is great a 
hypodermic of } grain of morphia, repeated, if necessary, in an hour, 
may be given. 

Vomiting is best prevented by allowing only sips of hot water or hot 
whey for the first twenty-four hours. The mouth can be frequently 
washed out with cold water if dry. Should vomiting be severe, a 
sinapism should be placed on the epigastrium and another over each 
mastoid process, all fluid by the mouth stopped, and enemata of beef- 
tea (4 oz.) given every four hours. In case of extreme weakness 
brandy or whisky may be given as well to the extent of half an ounce 
in each enema. When vomiting persists beyond twenty-four or thirty 
hours the case is threatening to become grave, and an endeavour must 
be made to get the bowels freely opened. To this end one grain of 
calomel should be given every hour for eight hours, and followed by a 
quarter of a minim of croton oil in sugar of milk every hour until the 
bowels move, or for six hours in all. While the croton oil is being 
given an enema of soft soap, turpentine 31., and water a quart, should 
be administered. The enema may have to be repeated. 

Diet. At the end of the first twenty-four hours in favourable cases 
the patient may have a cup of hot tea, and subsequently drinks of 
whey, or beef or chicken tea, or water, in small quantities and at 
frequent intervals. The total amount should be measured, so as to 
restrain her within thirty ounces at most in the twenty-four hours. 
At the end of three days the bowels should be emptied by a dose of 
cascara followed by an enema. JBoiled white fish or chicken may now 
be given. If all be going well at the end of a week, and the bowels be 
kept regular, ordinary plain diet may be given. 

Distension of the abdomen is prevented by withholding morphia, and, 
when it sets in, must be relieved by passing the rectal tube every three 
hours and adopting the measures for evacuating the bowel recom- 
mended under vomiting. 

The bladder in most cases requires no attention, the patient passing 
water into the bedpan when she feels inclined. Sometimes the catheter 
will be required, and the nurse should be instructed to wipe the urinary 
meatus with cotton wool taken dripping from 1 to 1000 sublimate 
lotion, and to pass the catheter by sight so as to avoid its being con- 
taminated by introduction by mistake into the vagina. When it is 
known beforehand that there is pus in the urethra or Skene’s glands, 
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an attempt should be made to press it out and wipe it away before the 
catheter is used. 

The bowels usually require a soft-soap and water or saline enema to 
start them. Subsequently they may act of themselves, but usually the 
patient will have to take her favourite aperient regularly to secure 
good evacuations. In cases of difficulty the calomel and croton oil 
treatment as detailed under vomiting should be prescribed. 

The temperature generally rises during the first forty-eight hours to 
99° or 100° F. (37:2° to 37°5° C.), and thereafter quickly falls to 
normal. <A rise to 101° F. (38°3° C.) need not, however, cause undue 
alarm unless it be prolonged beyond this period, when it is often an 
indication of a mild infection, and furnishes a reason for careful watch- 
fulness until it once more becomes normal. It is not of nearly so 
much importance as an index of the progress of the case as the 

Pulse, which is our best guide. So long as it remains steady, full, 
and infrequent, there is no cause for alarm. When it rises to 120 or 
more, peritonitis or hemorrhage has set in. Peritonitis is indicated 
by a pulse gradually becoming small, wiry, and frequent, while the 
temperature is either raised sharply or, in the worst cases, hardly at all. 
Hemorrhage may be diagnosed when the pulse, previously steady and 
infrequent, suddenly becomes frequent and soft or irregular. 

Bedsores should not occur in the hands of a competent nurse, unless 
the patient be old, thin, and feeble. 

Position. The patient should be made to lie on her back for forty- 
eight hours, till fear of hemorrhage from a slipped ligature is at an end. 
She may then be allowed to turn on her side occasionally under the 
supervision of the nurse until the seventeenth day, when the likelihood 
of embolism is slight. After that, in a favourable case she may sit up 
in bed for gradually increasing periods until the twenty-first day. 
During this time no change of dressing is required. The binder should 
be adjusted and changed when necessary, but the cotton wool and 
gauze need not be touched unless indications of the formation of a 
stitch abscess appear in the form of a rise in temperature and pain 
at the wound. After the lapse of twenty-one days the silkworm- 
gut stitches should be removed and a fresh dressing applied. The 
patient may then sit out of bed, be fitted with an abdominal belt, and 
finally sent home about the twenty-eighth day. She should be in- 
structed to take great care to avoid strain for three months and 
moderate care for a year. The belt is chiefly important as a reminder 
to her of the necessity for care and should be worn for a year. 

Risks of ovariotomy :— 

1. Shock is intensified by loss of blood or by acute poisoning from 
the rapid absorption in septic cases which takes place during the 
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handling of the affected organs. Consequently its amount varies 
greatly. It is best prevented by rapid and ‘bloodless’ operating. 
When very pronounced a large hot saline enema with an ounce of 
whisky in it should be given. In the lesser forms of post-operative 
shock warmth to the surface and beef-tea enemata are required. 

2. Injury to viscera may involve (1) The intestine. The intestine, 
small or large, when lacerated, should be at once repaired with fine 
silk. The vermiform appendix, if injured, should be removed. The 
rectum should be stitched, if possible ; if impossible, a drainage tube of 
glass should be placed in the pelvis, and a large gauze drain enclosed 
in a waterproof cylinder should be placed around it. Wound of the 
bowel necessitates careful cleansing and irrigation of the abdomen with 
saline fluid, followed in many cases by drainage. (2) The bladder, if 
wounded, should be closed by a deep continuous catgut suture, includ- 
ing mucous membrane only, and superficial interrupted sutures, 
embracing the muscular and peritoneal coats, of fine silk. A Skene- 
Goodman catheter should be used for aweek. (3) The ureter should be 
sutured with fine silk, or have its ends invaginated and sutured, or 
have the proximal end implanted in-the bladder wall, or have the 
proximal end brought out through the wound, entailing subsequent 
nephrectomy according to position and extent of injury. (4) The 
gravid uterus when much injured should be treated by Cesarean 
section. 

3. Bleeding usually occurs within the first twenty-four hours. As 
soon as it is certain that it has set in, the abdomen should be reopened, 
the clots removed, the bleeding point secured as quickly as possible by 
ligature or by forceps, the handles of which are allowed to protrude 
through the wound, and the abdominal cavity filled with hot saline 
solution. In bad cases transfusion should be performed by an assistant 
while the surgeon is at work. 

4. Peritonitis can only be avoided by all possible care at the opera- 
tion and by early evacuation of the bowels as before described. When 
it has got a good hold treatment is useless. 

5. Foreign bodies left in the abdomen should be at once removed by 
reopening the incision. 

6. Tetanus is unlikely at the present day, and should be treated as 
described under TETANUS (PART 11.—MEDICINE). 

7. Parotitis may occur. 

8. Insanity may necessitate extra nursing. 

9. Vascular disturbances may take the form of (1) Thrombosis, or of 
(2) Embolism. 

The sequelae of ovariotomy are :— 

1. Intestinal obstruction demanding removal of adherent bands, 
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separation of adhesions, resection of bowel, or colotomy where the 
rectum is compressed by a contracting scar. 

2. Fecal fistula follows injury to the bowel or the too prolonged 
use of a drainage tube. It usually closes spontaneously, but may 
require a plastic operation. 

3. Ligatures of silk may form abscesses, consequently they should be 
discarded in favour of catgut. 

4, The cicatrix may yield and require an operation similar to the 
radical cure of an umbilical hernia, or become the seat of cancer and 
require excision. 


OVARY (Abscess of the).—Treatment is the same as for Pyo- 
SALPINX (which see). 


OVARY (Adenoma of the).—Requires removal by OOPHORECTOMY 
(which see). The tube as well as the ovary, and as much broad liga- 
ment as possible, should be removed. 


OVARY (Carcinoma of the).—Requires removal by OVARIOTOMY 
(which see). LHvery precaution should be taken against breaking up 
the tumour or scattering débris over the wound or peritoneum. The 
Trendelenburg position, a long incision, and care in extraction are 
essential. In all cases the utero-ovarian ligament should be tied close 
to the uterus. The uterine artery should be also tied close to the 
uterus by the ligature which embraces the Fallopian tube. The 
ovarian artery should be tied near the brim of the pelvis. This 
method of ligature allows the maximum of tissue to be removed. 
When the dissemination of grafts is feared, the abdominal cavity 
should be freely irrigated after removal of the tumour. 


OVARY (Cirrhosis of the).—The cause of this condition is not 
definitely known, but a large proportion of the patients in whom it 
occurs are the subjects of acquired or hereditary syphilis. When 
there is any suspicion of that disease, a thorough course of anti- 
syphilitic treatment should be given. If this fails to relieve the 
symptoms, and they remain very severe, it will be necessary to remove 
the ovaries. Excess in the amount of the menstrual flow does not call for 
oophorectomy. It can be controlled by curetting. Pain, on the other 
hand, is often so persistent and severe as to justify the removal of the 
enlarged, hard, freely movable, tender ovaries. The operation should 
not be done in young women without due consideration of all the 
features of the case in hand: only very severe and constant pain will 
justify operation. In women over forty years of age operation may 
be more frequently performed. Complete removal of the ovaries is 
essential to obtain a good result. The ovarian ligament should be 
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tied close to the uterus and divided. The broad ligament should then 
be transfixed and tied in two sections, and the ovary and tube cut 
away from their attachments. Separate ligature of the ovarian 
ligament enables the operator to completely remove all ovarian tissue. 
Boiled formalin catgut is the only ligature material admissible. 
Silk ligatures are prone to remain for years and keep the stumps 
sensitive. 


OVARY (Dermoid Tumours of the).—These are to be removed by 
the operation of ovariotomy. They are sometimes very adherent, and 
then require careful handling lest they burst, and their contents soil 
the peritoneal cavity. They are prone to suppurate, and when sup- 
puration has occurred, every care should be taken to protect the 
peritoneal cavity, both by patient and careful separation of adhesions, 
and by packing gauze pads round the field of operation. When sup- 
puration has taken place, communications with bowel or bladder 
should always be looked for and dealt with if found. 


OVARY (Fibromata of the).—TFibroids of the ovary have a 
tendency to occur at that pole of the ovary furthest from the ovarian 
ligament. They are frequently accompanied by ascites, which is 
cured by their removal. They are encapsuled, and can sometimes be 
removed by incising the capsule and shelling the tumour out. As a 
rule, however, it is safest to remove the whole of the affected ovary 
by ligaturing the ovarian ligament, the uterine artery, and the 
ovarian artery separately, so as to be able to cut wide of the diseased 
organ. It is impossible at the time of operation to be sure that the 
tumour is not a sarcoma, and the complete operation is, therefore, to 
be recommended. 


OVARY (Hematoma of the).—This condition causes enlargement 
of the ovary and gives rise to pain, and ought to be dealt with by 
OGPHORECTOMY (which see). 


OVARY (Hernia of the).—Forms a tender tumour, which swells 
and becomes painful during menstruation. When the hernia can be 
reduced, the patient should wear a truss. This will in most cases 
suffice. Sometimes, however, a truss cannot be worn, and operation 
becomes essential. The hernial sac is then opened in the usual way, the 
ovary and tube drawn out (Fig. 53), and the broad ligament transfixed 
and ligatured with catgut. The ovary and tube are then cut away and 
the stump pushed back into the abdominal cavity. After this the sac 
of the hernia is dissected out, and the operation of radical cure carried 
out as described under HERNIA (PART I11.—SURGERY). Strangula- 
tion of an ovarian or tubal hernia may require immediate operation in 
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the usual way. The ovary and tube should be drawn well out, and 
their attachments ligatured on the uterine side of the point of strangu- 
lation in order that all necrosed tissue may be removed. The stump 
should be carefully inspected, and all arteries drawn out and ligatured 
separately with fine catgut, lest the transfixing ligatures should slip 
after the return of the stump to the abdominal cavity. 


OVARY (Inflammation of the).— Odphoritis.—The ovary practically 
always becomes inflamed by extension of gonorrhceal, septic, or 
tubercular inflammation from the tube. In a few cases odphoritis 
owes its origin to typhoid fever, to some of the exanthemata, or 


te 
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possibly to the bacillus coli communis acting in conjunction with a 
hematocele or pelvic injury. In some cases it may result from 
extension from a pelvic cellulitis. 

The surface of the ovary may be chiefly affected (PERI-OOPHORITIS, 
which see). This condition is hable to lead to the formation of 
adhesions and to thickening and induration of the surface of the ovary. 
The adhesions may prevent the ova from reaching the fimbriated end 
of the Fallopian tube, and the thickening and induration of the ovary 
may hinder the ova from being extruded, causing the unruptured 
Graafian follicles to form small cysts (cystic ovaritis). 

Odphoritis, involving the substance of the ovary, may commence as 


* From Kelly's Operative Gynecology. Copyright 1906 by D. Appleton and Co, 
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a well-marked acute attack with all the symptoms of a localised pelvic 
inflammation, requiring the treatment appropriate to a case of acute 
local peritonitis. This acute stage may be followed by an intractable 
chronic inflammatory condition, or it may result in the formation of an 
ovarian abscess. 

On the other hand the case may be a chronic one from the outset 
(odphoritis serosa). This is common in cases of general ill-health, 
after fevers, after mumps, after gonorrhcea which has not given rise to 
acute pelvic symptoms, in cases of sterility, and in women who use 
some of the means in vogue for the prevention of pregnancy. In view 
of successful treatment the origin of such cases will require careful 
investigation, and, if possible, correction. ; 

In an acute attack of odphoritis the patient should be kept in bed and 
made to use the bedpan. Hot applications should be made over the 
abdomen and perineum. <A prolonged hot iodine douche containing 
Zi. of the tincture to a quart of water at 114° F. to 120° F. 
(45:5° to 49° C.) should be given thrice daily. Pain may be relieved 
by a suppository consisting of extract of belladonna gr. ii. and oil 
of theobroma gr. xii. In cases, however, in which the pain is very 
severe, a hypodermic injection of morphia gr.4 should be at once 
given. This may be followed in four or six hours by the introduction 
of a half-grain morphia suppository. Later on, as the pain subsides, 
belladonna may be substituted for morphia in the suppositories. The 
use of morphia should only be commenced under the most pressing 
circumstances, and should be abandoned at the earliest possible 
moment. The diet should be light and, for the most part, liquid, and 
the bowels should be kept rather loose by the use of saline aperients 
in small doses three times a day. A drachm of sodium sulphate in a 
little ginger ale is suitable for most cases. 

When the acute stage has passed it is important to get the patient 
out of bed and into the fresh air as soon as possible, lest her general 
health suffer from the confinement. She should be carried into a sunny 
room with open windows, or still better, to a verandah or shelter 
where she can recline in the fresh air, well wrapped up and not 
exposed to draughts. When she has been thus reclining for a fort- 
night, she may be encouraged to move about a little, and gradually 
resume active life. Coitus must be forbidden until the medical 
attendant is satisfied that the ovary is free from tenderness. 

When the case has run on into the chronic condition, or where it has 
been chronic from the first (odphoritis serosa), the general health must 
be carefully attended to. To this end plain nutritious food should be 
advised ; avoidance of alcohol, tea, coffee, and hot soups should be 
insisted upon ; and a mixture of the ammoniated citrate of iron gr. v. 
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and the compound decoction of aloes, 3 ss. or less, should be prescribed. 
Cod-liver oil or petroleum emulsion is useful when the patient can 
take it. General massage should be given for an hour every day or 
every second day. As time goes on moderate walking exercise should 
be encouraged. While these general measures are being carried out 
local treatment should not be neglected. A hot iodine douche should 
be given daily, and every four or five days a tampon of prepared 
sheep’s wool soaked in 10 per cent. ichthyol in glycerine should be 
inserted by means of a speculum into the vagina. This tampon may 
be left in setu for two days, douching being abandoned while it is in. 
In very intractable cases iodide of potash should be prescribed, and 
the vaginal fornices should be smeared with mercurial ointment once 
or twice a week. While the ointment is being applied the ovaries 
should be cautiously massaged with the view of freeing adhesions. 
This, however, can only be safely done when there are no signs of 
tubal enlargement. 

There remain cases in which the prolonged use of the above 
measures will fail to relieve the symptoms to any notable degree. 
These must be operated on, the ovary or ovaries being resected or 
removed. Operation should only be undertaken in cases in which the 
nervous symptoms are not pronounced, and the ovarian lesions are 
considerable. Cases with well-marked nervous symptoms and slight 
or non-recognisable pelvic lesions are not likely to be cured by opera- 
tion. When both ovaries are inflamed the whole of the one which 
has been causing the most severe symptoms should be removed, and a 
portion of that which has given least trouble should be resected. 
Both ovaries should not be completely removed. 

The treatment of tubercular odphoritis is dealt with under OvARY 
(TUBERCULOSIS OF THE). 

When odphoritis is complicated by prolapse of the ovary, or is 
followed by cirrhosis or cystic disease of the ovary, the treatment 
will have to be modified as described under those headings. 


OVARY (Neuralgia of the).—General hygienic and tonic measures, 
change of air, and employment of some kind, include all that can be 
done in the way of active treatment. Alcohol in any form should be 
forbidden. Marriage, especially if fertile, often cures, but while it 
should not be forbidden, it should not be suggested, as sexual inter- 
course sometimes increases the pain. If the patient has any idea of 
getting married she should be encouraged to do so, but the possibility 
of cure by marriage is not good enough to justify the medical adviser 
in leading the patient to expect too much from it. All varieties of 
local treatment and all kinds of operation are useless or worse, unless 
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there is some tangible, diseased, or abnormal condition to be remedied 
or rectified. 


OVARY (Papillomatous Cysts of the).—Should be removed by 
the operation of OvARIOTOMY (which see), every care being taken to 
prevent the dissemination of particles of the papilloma on the perito- 
neum or wound. Some papillomata require to be enucleated from 
the broad ligament by the operation described under Parovarian Cysts. 
Some cannot be satisfactorily removed unless a hysterectomy is also 
performed. When the peritoneum has not become infected by 
papillomatous sprouts, a large incision should be made, and the 
tumour should be surrounded by gauze pads and removed entire. 
When sprouts have already appeared on the peritoneum the tumour 
and all secondary growths should be as completely as possible removed, 
and the abdomen should be flushed with normal saline solution, and 
drained with a glass or rubber tube and a suction apparatus, the 
patient’s shoulders being well raised. (See ABDOMINAL SECTION, 
DRAINAGE IN.) 


OVARY (Prolapse of the).—When prolapse is an accompaniment 
of uterine displacement, the correction of the latter and the use of a 
pessary will be the treatment for the prolapsed ovary. ‘The upper 
end of the pessary may have to be specially moulded to suit the ovary. 
When there is no uterine displacement and the ovary is prolapsed and 
movable, a ring pessary will usually relieve the symptoms. When an 
ovary is prolapsed and adherent and there is no rise of temperature, 
the patient should be confined to bed for a week or two, and subjected 
to cautious pelvic massage and attempts to set the ovary free. If 
these succeed to a sufficient degree, a pessary should be inserted. 
Certain cases remain in which operation is necessary: (1) When there 
is retro-displacement of the uterus, and prolapse of an ovary or ovaries 
which a pessary does not satisfactorily remedy, suspension of the uterus 
should be done. (2) When a prolapsed adherent ovary causes severe 
symptoms and cannot be set free, it should be removed by abdominal 
section. (3) When a prolapsed ovary is enlarged or cystic it should 
be resected or removed as seems best when the abdomen is opened. 
Where a portion of the ovary is cystic, the diseased area is to be 
excised by a V-shaped incision, and the raw surfaces brought together 
by interrupted sutures of boiled catgut. Even one-third of an ovary 
has proved sufficient to enable a woman to bear children. If the 
whole ovary be cystic, or if it be the seat of a solid tumour, total 
extirpation will be called for. 


OVARY (Sarcoma of the).—Free removal of ovary, tube, and as 
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much broad ligament as possible should be practised. The ovarian 
ligament close to the uterus, the uterine artery at the cornu, and the 
ovarian artery at the pelvic brim, should be separately ligatured. 
The tumour should not be wounded lest grafts be thus implanted. 
Should wounding occur the removal of the tumour should be followed 
by free irrigation of the abdominal cavity with hot normal saline 
solution. 


OVARY (Simple Cysts of the).—Should be removed as soon as 
they are discovered. See OvarioToMy for a description of the 
operation. 


OVARY (Tuberculosis of the)—Requires prompt removal by 
abdominal section. The tube should be removed at the same time, 
even though it show no signs of disease. Of course, if there is evidence 
of tubercle elsewhere in the body, operation is useless, and general 
measures and the use of tuberculin give the only hope. Whether 
the organs be removed by operation or not, the patient should have 
a course of tuberculin (vaccine) treatment carried out, the amount 
injected and the number of injections given being controlled by 
regular examination of the opsonic index. (See PART 11.—MEDICINE. 
A. E. Wright’s Opsonic Method.) 


PAN-HYSTERECTOMY. See HysTERECTOMY, COMPLETE AB- 
DOMINAL. 


PAIN, INTERMENSTRUAL. See INTERMENSTRUAL PAIN. 
PARAMETRITIS. See PELVIC CELLULITIS. 


PAROVARIAN CYSTS.—Require removal by enucleation. The 
patient is placed in the Trendelenburg position as soon as the opening 
of the abdomen has enabled the nature of the cyst to be ascertained. 
The peritoneum over the cyst is cautiously divided and the cyst wall 
exposed. The cyst is then shelled out by means of the forefinger, 
care being taken not to tear its capsule or any large vein in its wall, 
or to injure the bladder or ureter. Oozing vessels are then picked up 
in forceps and secured by catgut ligatures or sutures introduced by a 
round needle. If the cavity left is small and not inclined to ooze, it 
may be closed by a few interrupted catgut sutures introduced along 
its margin, and at sufficient distance apart to allow any gathering 
fluid to leak between them into the abdominal cavity and so drain 
away. If, on the other hand, a large cavity is left, or even a small 
one with much tendency to ooze, free external drainage must be 
provided for. To this end the edges of the capsule are brought up 
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into the parietal wound and attached to the parietal peritoneum by 
catgut sutures (Marsupialisation). A small drainage tube is intro- 
duced and the abdominal wound closed. At the end of thirty-six 
hours the tube should be removed. Extremely large cavities should 
have a communication with the vagina made, and should be drained 
by a tube laced through both the abdominal and the vaginal wounds. 
This tube must be of thick rubber, so that it may not readily kink. 
The portion lying within the cavity to be drained should have three 
or four small lateral apertures cut in it, while the portion lying in the 
vagina should have no lateral apertures and should project beyond 
the vulva. Both the abdominal and vaginal ends of the tube are to 
be kept enveloped in sterilised gauze and cotton wool. The tube 
should be kept im stfu for at least thirty-six hours—longer if much 
discharge is coming away. It is to be gradually withdrawn through 
the vagina and shortened from time to time. In from five to ten 
days it is to be completely removed. 


PELVIC ABSCESS.—The abscess should be opened and drained as 
soon as it can be got at with safety. As regards place of opening, the 
anterior abdominal wall is to be preferred to the vagina if the case 
admits of any choice. When the abscess can be got at through the 
abdominal wall, an incision should be made and a drainage tube 
inserted. If the abdominal route is impossible and the vaginal favour- 
able, an incision should be made there and a drainage tube inserted 
and retained by a silkworm-gut stitch attaching it to the edge of the 
wound. Simple incision and drainage will usually be followed by cure 
in cases resulting from pelvic cellulitis, but when the abscess follows a 
salpingitis or inflammation of an ovarian cyst, suppuration will be pro- 
longed till the lining of the tube or cyst, as the case may be, is destroyed 
by repeated irrigation of the abscess cavity with 50 per cent. chloride 
of zinc solution, or the tube or tumour is completely removed. 

Convalescence should be promoted by regular and careful feeding, 
ferri et ammon. cit. and infus, calumbae, or quinine sulph. and acid 
sulph. dil., and by change of air and scene as soon as possible. 

In all chronic suppurative cases the propriety of a course of serum 
treatment, controlled by the state of the opsonic index, should be con- 
sidered. (See PART 1.—MeEpIcIng. A. E. Wright’s Opsonic Method.) 


PELVIC CELLULITIS (Parametritis).— The treatment includes 
confinement to bed. In severe cases rest on the back with the knees 
supported on a hard pillow should be enjoined. The bowels must be 
kept regular by the administration of a sufficient dose of effervescing 
sulphate of soda in ginger-ale or lemonade first thing in the morning. 
Hot vaginal douches containing 31. of tincture of iodine to the quart of 
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water at 115° to 120° I’. (46° to 50° C.) should be given for fifteen or 
twenty minutes thrice daily, the patient lying on a bed-bath the while. 
When pain and tenderness do not prevent its introduction, a glycerine 
vaginal tampon should be inserted nightly. In the more severe cases 
half an ounce of glycerine should be injected into the upper part of the 
vagina at bedtime, and the patient requested to remain on her back as 
long as possible. Warm fomentations to the hypogastrium always give 
comfort. A hypodermic of morphia may be necessary at the acme 
of the attack. In cases in which there is any suspicion that the uterus 
contains decomposing blood-clot or decidual tissue, that organ should 
be gently washed out with sterile saline solution by means of the 
flushing curette. 

Under the above treatment the majority of cases will gradually get 
better. Ina few the inflammation will proceed to the formation of a 
pelvic abscess. (See PELVIC ABSCESS.) 


PELVIC CONTRACTION.—It is usual to recognise four degrees of 
contracted pelvis, the degree of contraction being based on the length 
of the true conjugate. But the presence of contraction in the 
transverse diameter must also be allowed for, hence different rules 
will be applicable to the flattened pelvis and to the generally con- 
tracted pelvis having the same true conjugate. 

lst Degree. This degree includes flattened pelves with a true con- 
jugate of 4 to 34 inches (10 to 8:1 cm.) and generally contracted pelves 
with a true conjugate of 4 to 34 inches (10 to 8°75 cm.), and admits of 
two methods of treatment being adopted. 

1. We may leave the case to nature and let the head mould until it 
can come through the brim. Or 

2. We may perform prophylactic version. 

1. When we decide to allow the head to mould, we must be content 
to limit our interference to placing the patient in the posture which 
suits the case. Ina flat pelvis she should be placed first on the side 
at which the forehead is, so as to favour the descent of the anterior 
fontanelle, and, when that has taken place, she should be turned on 
the opposite side, so as to promote descent of the occiput. In a 
generally contracted pelvis the patient should be kept on the side 
at which the posterior fontanelle is, in order to favour its descent. 
Having taken these precautions we leave the case to nature, until 
signs of danger to mother or child appear. When necessary, we 
apply the forceps, provided the child be alive, and deliver if we can. 
If the child be dead, or if we cannot deliver, we must perforate. 
Obviously, as soon as the head has passed the site of contraction, the 
forceps may at once be used to hasten a protracted labour, as the case 
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is then no longer one of contracted pelvis as far as treatment 1s con- 
cerned. Forceps should not be used while the head is above the 
brim ; because, if the forceps will bring a head through a contracted 
brim, the uterine contractions will bring it through with greater 
safety to both mother and child. 

2. When we decide to perform prophylactic podalic version, we 
must do so at the commencement of labour. The after-coming head 
moulds better than the fore-coming head, but it must be brought 
through the brim in, at least, one minute, otherwise the child will be 
lost from asphyxia. On the other hand the fore-coming head may 
occupy many hours in its passage without any harm to the child. 
The adoption of WALCHER’S PosITION (Fig. 93) greatly facilitates rapid 
delivery, but is not suitable for protracted efforts, as it is impossible to 
keep the patient for hours in that position. This gives us the key to 
the situation, and enables us to recognise those cases which are suitable 
for prophylactic podalic version. It is an excellent line of treatment 
in cases of flat pelvis, because in them we can, by Walcher’s position, 
temporarily increase the only diameter of the pelvis which is at fault. 
On the other hand it does not suit the generally contracted pelvis, 
because in it the transverse diameter of the pelvis is not long 
enough to accommodate the antero-posterior diameter of the head 
readily, and we are unable to increase that measurement, so that the 
increase in the conjugate given by Walcher’s position does not help 
us to any great extent. 

In these cases the skill of the operator counts for a good deal, and 
we may sum up the situation thus: In the generally contracted pelvis 
the head should always be allowed to mould through the brim. In 
the flattened pelvis the plan to be adopted will depend on the skill and 
experience of the accoucheur. The average man will get the best 
results by allowing the head to mould; while the man of skill and 
experience will be able to do better by at once performing pro- 
phylactic version and putting the patient into Walcher’s position and 
delivering the child. (See VERSION and WALCHER’S POSITION.) 

2nd Degree. This degree includes flattened pelves with a true con- 
jugate of 3} to 2? inches (8:1 to 6:9 cm.) and generally contracted 
pelves of 34 to 3 inches (8°75 to 7°5 cm.). For this degree the proper 
treatment is the induction of premature labour, provided that the 
case is seen early enough to admit of its being done. The correct 
time at which to induce premature labour will vary in the individual 
cases. It is to be determined by the following method of ascertain- 
ing the relative proportions between the head and the pelvis: 
Place the patient across the bed or on a gynecological chair in the 
lithotomy position. Pass two fingers of the left hand into the vagina, 
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place the right hand on the patient’s abdomen, and with it grasp the 
child’s head, and press the head into the brim of the pelvis with the 
help of an assistant, who places his hands upon the operator’s, one 
over the other. So long as the head can be pushed down into the 
pelvis it is too soon to induce labour, but as soon as the head cannot 
be forced through the brim the time has come to interfere. This test 
should be applied every few days until the time for delivery has 
arrived. It is known as ‘ Miiller’s method.’ 

In the majority of cases we do not see the patient sufficiently early 
to be able to use Miiller’s method, and we must either turn or do 
Cesarean section, if we are to save the child. Prophylactic podalic 
version is the proper treatment for such second degree cases with 
flattened pelves. If it fails the after-coming head will have to be 
perforated. Cesarean section is the best treatment for generally con- 
tracted pelves of the second degree seen late. It, of course, is only to 
be done when there is evidence that the child is alive. When the 
child is dead perforation should be done. Symphysiotomy has been 
recommended, but the subsequent condition of the patient after 
symphysiotomy done under the ordinary conditions of obstetric 
practice is not likely to be satisfactory. 

To sum up: If you see the patient early in pregnancy, keep her 
under observation and test the relative proportions of the head and 
pelvis at frequent intervals, and induce premature labour as soon as 
the head will not pass through the brim. If you do not see her until 
it is too late to do this, turn and deliver in Walcher’s position in a 
case of flattened, and do Cesarean section in a case of generally 
contracted, pelvis. If the child be dead, or cannot be delivered by 
turning, perforate. 

3rd Degree. This degree includes flattened pelves with a true 
conjugate of 2} to 24 inches (6°9 to 5°6 cm.), and generally contracted 
pelves with a true conjugate of 3 to 24 inches (7°5 to 6°25 cm.). In 
such cases, if the child be alive, perform Cesarean section; if it be 
dead, perforate. 

4th Degree. ‘This degree includes all cases of flattened pelvis with 
the true conjugate less than 24 inches (5°6 cm.), and all cases of 
generally contracted pelvis with the true conjugate less than 24 inches 
(6°25 cm.). Cesarean section is the only method of delivery for such 
cases, as perforation is too dangerous to the mother to allow of its 
being attempted. (See CESAREAN SECTION and WALCHER’S POSITION.) 


PELVIC PERITONITIS (Perimetritis).—'The treatment is that of 
peritonitis in general. It mostly arises in connection with SALPIN- 
GITIS (which see), or with an ante-puerperal metritis. 
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In a case of moderate severity the patient is to be kept on the back 
with the knees flexed over a firm pillow and the shoulders raised. 
The bedclothes should be supported by a cage over the body. Hot 
stupes relieve some cases. In others an ice-bag gives more comfort. 
For the relief of pain Tinct. Belladonnae m.x., Tinct. Hyoscyami 31., 
Aq. Chloroformi 3 ss. may be given every three hours for three or four 
doses. Food should be liquid and given in small quantities. If 
vomiting be a prominent symptom, nutrient enemata, consisting of 
beef-tea 3 iv. every four hours, should be given, while at the same time 
mustard is applied to the epigastrium and over the mastoid regions 
with the hope of controlling the vomiting. The belladonna and hyo- 
scyamus may be given by rectum in double the doses given by mouth. 
Washing out the stomach with hot water should be tried when there 
is evidence of gastric dilatation and no history of ulcer. The bowels 
should be evacuated by large saline enemata given once or twice 
daily by means of a douche can or funnel. They should be slowly 
administered. 

These measures will suffice for a case of moderate severity, but 
when symptoms justify the diagnosis of rupture of a pyosalpinx or 
pelvic abscess into the peritoneal cavity, or of a rupture of the uterus 
or posterior vaginal fornix, which has not been detected at the labour, 
prompt surgical treatment is required. The abdomen should be 
opened, the offending tube removed, or burst abscess drained, or 
ruptured uterus or fornix sutured or drained, and the peritonitis 
treated as described under Septic Post-Operative Peritonitis (vide infra). 

Traumatic Post-Operative Peritonitis should be guarded against by the 
observance of aseptic conditions, by rapid operating, by protection of 
the bowels from exposure and manipulation, by allowing no fluid but 
sterile normal saline solution to come in contact with the peritoneum, 
and by careful hemostasis. 

When vomiting and abdominal distension indicate the onset of 
traumatic peritonitis, efforts should be at once made to get the bowels 
to act freely. One grain of calomel should be given every hour until 
the bowels act or eight grains have been taken. The calomel should 
be followed by a drachm of sodium sulphate in half an ounce of water 
every hour until free purgation is established. In all cases in which 
the rectum has not been injured at the time of operation the adminis- 
tration of purgatives should be supplemented by the use of enemata. 
These should be given by means of a douche can. Half an ounce of 
oil of turpentine should be well beaten up with ten ounces of warm 
olive-oil. When this has been run into the bowel, it should be 
immediately followed by as large a quantity of warm soapsuds as the 
patient can be induced to retain. This may be repeated every two or 


PELVIC PERITONETIS 139 


more hours according to the urgency of the symptoms. It may be 
necessary to introduce the enema through the long rectal tube. 

A mustard leaf is to be applied. to the epigastrium, and a blister 
over the mastoid regions, when vomiting is troublesome. Peptonised 
milk, beef-tea, and whey are to be given every hour or two in small 
quantities. Half an ounce of such nourishment in the hour is an 
average amount. Iced champagne or iced soda-water are sometimes 
useful, and nutrient enemata may be required. Tour or six ounces of 
plain beef-tea every four or six hours is the best form of nutrient 
enema. 

Septic Post-Operative Peritonitis is to be prevented by the adoption of 
every possible precaution to secure asepsis, by the careful management 
of septic foci during operation, by normal saline flushing of the pelvis 
whenever septic matter has escaped into it in the course of an opera- 
tion, and by judicious drainage through the abdominal wound or 
through the vagina. In cases of chronic pelvic inflammation a course 
of serum treatment, controlled by examinations of the patient’s 
opsonic index, may be carried out as a preliminary to operation 
with a view to raising the patient’s resisting power. Careful heemo- 
stasis and avoidance of ‘dead spaces’ are very important. 

When sleeplessness, restlessness, rise of pulse rate and temperature, 
and distension of the abdomen show that peritonitis has set in after an 
operation, the same measures as are above recommended under 7rau- 
matic Post-Operative Peritonitis are to be at once adopted. This treatment 
should receive a thorough trial, but, while there should be no undue 
haste to reopen the abdomen, the patient ought not to be allowed to 
become moribund before operative measures are undertaken. When 
it has been decided to reopen the abdomen the dressings are to be 
removed and the region of the wound surrounded by sterilised water- 
proof cambric or towels. The surgeon and assistants are to prepare 
themselves as carefully as for a laparotomy. No anesthetic is to be 
given. When the wound and surrounding skin have been well washed 
with 1 in 1000 sublimate solution the sutures are to be removed. 
The edges of the wound can be easily drawn apart with the fingers, 
the buried catgut sutures being cut and removed as the different 
lavers of tissue are exposed. Where there has been no injury to the 
bowel the seat of infection is invariably the pelvic wound or stump of 
the tumour, as the case may be, and it should at once be sought for. 
One or more loops of intestine will be found lying in contact with the 
pelvic wound or stump, inflamed and paralysed. A quantity of 
bloody serum will be liberated as the bowel is raised, and should be 
mopped up with gauze pads. It is important not to disturb the 
portions of bowel which occupy the pelvis further than is necessary to 
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get rid of this fluid. A large rubber drain ? to 1 inch (1°5 to 2°5 em.) in 
diameter is now to be introduced down to the floor of Douglas’s pouch. 
Beside it two or more large gauze wicks rolled in waterproof cambric 
should be inserted and placed so that the gauze at the pelvic end will 
cover as much as possible of the infected pelvic area. This being done 
the abdominal wound is to be rapidly closed by a few silkworm-gut 
sutures taking in the whole thickness of the abdominal wall, but the 
lower end of the wound should be left sufficiently open to allow of 
the rubber and gauze drains lying in it without being unduly com- 
pressed. A dressing should now be applied over the gauze drains 
and around the rubber tube, which is to be allowed to protrude 
through the dressing. Into the rubber drainage tube a fine rubber 
tube, connected with a hydraulic suction apparatus or with the bottle 
of an aspirator, is to be passed. The patient is to be propped up at an 
angle of 45° (Fowler’s position), with the knees flexed over a hard 
cushion. A short tube should now be introduced into the rectum, and 
through it a continuous stream of normal saline solution should be run 
at a sufficiently low pressure to avoid distension of the rectum. Large 
doses (20 cc.) of anti-streptococcus serum (polyvalent) are to be given. 

When there has been an injury to the bowel it should be inspected, 
and, if leaking, repaired, and drainage from its neighbourhood as well 
as from the pelvis provided for. If the injured portion of bowel, 
however, does not seem to be responsible for the peritonitis, it should 
be simply inspected, and not further interfered with. 

When vomiting is a pronounced symptom in cases requiring to be 
reopened, a loop of small intestine (the lower down the better) must 
be drawn out through the wound, surrounded by gauze pads, and 
opened between two pairs of fenestrated forceps to a sufficient extent 
to admit of a small Paul’s tube being inserted. The tube should be 
tied in by means of a purse-string suture of catgut, and the bowel 
cleansed with saline, and allowed to drop back into the abdomen until 
the purse-string suture is at the level of the parietal peritoneum. A 
few catgut sutures should be inserted so as to attach the bowel near 
to the purse-string to the parietal peritoneum. 

When vomiting is not very pronounced, it is good practice to take 
up a small area of small intestine in a purse-string suture. Into the 
centre of this area a hollow needle should be inserted into the lumen 
of the bowel, and through it two ounces of sulphate of magnesia in 
solution should be injected by means of a syringe. When the needle 
has been withdrawn, the purse-string suture is to be drawn tight and 
tied. A free evacuation of the bowels may thus be obtained. 

After recovery from an attack of acute peritonitis, it may be 
necessary to open the abdomen and deal with bands or adhesions. 
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Puerperal Peritonitis is to be treated on the same general principles 
as pelvic peritonitis. ‘There is, however, one important difference in 
the routine to be pursued, 7.¢. the necessity for anesthesia. As an 
incision has to be made for the operative treatment of a puerperal case, 
it is necessary to put the patient under ether or to give her an injection 
of one of the ‘spinal analgesics’ by means of a small exploring needle 
inserted between the third and fourth lumbar vertebrae, at the level 
of a line drawn transversely on the back from one iliac crest to the 
other. If the cerebro-spinal pressure is high, a little fluid should be 
allowed to gradually escape. If it is low a syringeful of normal saline 
solution should be thrown in (about 2 or 3 cc.). The following 
formula is satisfactory: B Stovaine 0:10 gram, Sodium Chloride, 
pure, 0°10 gram, distilled water to 1 ccm. put up in a bulb. In 
acute general peritonitis half the contents of a bulb (0°5 ccm.) should 
be injected at the outset. If in seven minutes anesthesia is not 
sufficient, an additional dose of 0°3 cc. may be given. 

Tubercular Pelvic Peritonitis requires the same treatment as Tubercular 
Salpingitis. (See SALPINGITIS, TUBERCULAR.) 

In all cases of recurring pelvic peritonitis, the opsonic index of 
the patient should be examined, and, if desirable, a course of serum 
treatment instituted. (See Part t.—MEpIcINE. A. E. Wright’s 
Opsonic Method.) 


PELVIC PRESENTATIONS.—A pelvic presentation may be con- 
verted into a vertex presentation by external version, provided the 
membranes have not ruptured. This, however, should only be at- 
tempted when it is certain that there is neither a contracted pelvis, 
nor a hydrocephalic head, nor placenta previa. (For the method, see 
VERSION.) | 

When a pelvic presentation is allowed to persist, the first essential 
thing is to preserve the membranes as long as possible. The patient 
is to be kept in bed during the first stage. Vaginal examinations are 
to be avoided. The patient is to be told not to bear down until the 
membranes have ruptured. No further special treatment is required 
until the breech appears at the vulva. Then the feet should be lifted 
out as they come, so that they may not catch on the perineum. 
Delivery is to be left to nature until the umbilicus appears at the 
vulva, when a loop of the cord is to be drawn gently down, and the 
patient placed on her back across the bed. Two advantages are 
gained by drawing down the cord: (1) The cord being compressed 
between the child’s body and the mother’s pelvis may be thus caught 
and prevented from descending as rapidly as the body, so that tension 
of the cord occurs, which may be so great as to tear it. The loop 
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drawn down obviates the possibility of this tension. (2) The loop 
enables the pulsations in the cord to be observed, and the child’s con- 
dition ascertained, so that delivery may be hastened if the child’s life 
be in danger. 

Having brought the cord down, we wait for the expulsion of the 
shoulders. The same pain may expel both head and shoulders. On 
the other hand the shoulders may be expelled and the head not, and 
delay may lead to the death of the child from asphyxia. In such an 
event efforts must be made to extract the head as quickly as possible. 
To this end pressure should be made upon the fundus so as to drive 
the head down. We may fail to do so, and then recourse must be 
had to traction on the child’s legs and body. The objection to this 
is that it increases the tendency for the arms to get extended above 
the head at the pelvic brim. When, however, the cord is not pulsating, 
or pulsating but feebly, the child must be delivered as rapidly as possible. 
Vigorous pressure should be kept up over the fundus by an assistant, 
while the operator pulls upon the body of the child. When the 
shoulders are passing the vulva, it should be ascertained whether the 
arms have become extended by passing one or two fingers up over the 
child’s chest. In case they are found to be extended, they will have 
to be brought down before the head can be extracted. ‘The posterior 
arm is to be brought down first, as there is more room for the hand and 
arm of the operator in the hollow of the sacrum than there is behind 
the symphysis pubis. In order to bring the arm down, the body of the 
child is to be drawn well forwards and upwards, towards the mother’s 
abdomen, and the operator’s hand passed into the vagina with the 
palm towards the back of the child (Fig. 54). The right or left hand 
will be used according as the child’s face looks towards the mother’s 
right or left. The operator slips his fingers up along the child’s arm 
until the elbow is reached, and, if the forearm be flexed, the fingers are 
hooked in the angle of the elbow, and the forearm drawn down gently 
over the chest ; but if the forearm be extended, the fingers are to be 
passed over the elbow, and pressed upon the extensor surface of the 
forearm, causing it to flex, and so sweep downwards over the face 
and chest. When the posterior arm has been thus brought down, the 
anterior arm is to be carried posteriorly by rotating the body of the 
child in such a way that the anterior shoulder travels in the direction 
of the child’s back. As soon as the arm comes to lie posteriorly, it is 
to be brought down in the same way as the posterior arm was. It is 
possible to bring the anterior arm down as an anterior arm, but it is 
preferable to rotate it into the posterior position before any attempt 
is made to bring it down. In some cases the arm may become so 
twisted as to lie behind the child’s neck (nuchal position of the arm). 


PELVIC PRESENTATIONS 143 


When such is the case the arm may possibly be set free by rotating 
the body of the child, but this may fail, and the arm may have to be 
broken before it can be brought down. The two great dangers in 
bringing down the arms are fracture of the humerus and fracture of 
the clavicle. The former can be best avoided by making sure that 
the fingers are in the flexure of the elbow or below it when the arm 
is being lowered. The latter is not so easy to avoid, as it is due to 
the head of the humerus being pressed inwards by the pelvic brim, 


Fic. 54.—BRINGING DOWN THE POSTERIOR ARM IN A PELVIC PRESENTATION. 


and so causing the ends of the clavicle to approach one another. 
Gentle manipulation is the only way of preventing this. 

The arms being down and the shoulders born, the head remains 
to be delivered. Here rapidity is of the utmost importance, and 
assistance is necessary in all cases in which the head has not been 
delivered by the same pain as that by which the shoulders have been 
expelled. It is obvious that when the shoulders are born, the head 
has left the uterus and is lying in the vagina, and cannot therefore be 
affected by the uterine contractions. It may remain in the vagina 
indefinitely if assistance be not at hand. For the sake of the child 
aid must be at once rendered. The cord is being compressed by the 
head ; the placenta is in process of being detached, and the mouth is 
not available for respiration, so that the child’s supply of oxygen is 
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largely cut off. Furthermore, the cold air playing upon the body of 
the child is liable to set up attempts at inspiration, which are likely 
to cause mucus and meconium to be sucked into the lungs. The 
child’s life is threatened from several points at once, and only im- 
mediate extraction can save it. When the head is in the pelvis, the 


Fic. 55.—PRAGUE METHOD OF EXTRACTING THE HEAD IN A CASE OF 
PELVIC PRESENTATION, 


quickest and simplest way of extracting it is by the Prague method : 
The operator stands on the right of the patient, who lies on her back, 
facing her, so that his right is to her right. He hooks the fingers of 
his left hand over the shoulders of the child, and seizes its feet with 
his right hand (Fig. 55). The important thing is now to secure flexion 
of the head, and this is done by drawing the child’s shoulders forwards 
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with the left hand, and holding them in this position during the 
extraction. By this means the occiput is made to press against the 
symphysis and cause flexion of the head. With the right hand the 
body of the child is then carried forwards and upwards by the feet 
over the mother’s abdomen, causing the head to rotate round the 
point of the occiput which is fixed behind the symphysis. Care must 
be taken not to break the clavicle by too much pressure by the 
fingers of the left hand on it. This plan is suitable only for those 


Fic. 56.—SMELLIE’S METHOD OF DELIVERING THE HEAD IN A CASE OF 
PELVIC PRESENTATION, 


cases in which the head is already in the vagina. When the head is 
above the brim, Smellie’s method must be had recourse to. It has the 
advantage over the Prague method that it is suitable for all cases, 
whether above or below the brim. It, however, is a little more 
tedious and troublesome. The patient is placed across the bed in the 
lithotomy position; her legs are supported by an assistant. The 
operator stands in front of her, and ascertains which way the child’s 
face looks. He then places the arm corresponding to the direction in 
which the face looks under the body of the child, ze. the right arm 
K 
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when the face is towards the left, and vice versa, and slips the hand 
into the vagina and up over the chin until the mouth is reached. The 
forefinger is then introduced into the mouth as far back as possible, 
so as to avoid breaking the jaw. The child now lies straddlewise on 
the operator’s forearm (Fig. 56). The fingers of the other hand are 
now placed over the shoulders, as in the Prague method. Flexion 
of the head is obtained by traction on the jaw, and, at the same time, 
delivery is accomplished by pulling on both the jaw and shoulders. 
The head is so guided by the fingers in the mouth, that its antero- 
posterior diameter lies in the oblique diameter of the pelvis, or, in the 
case of a flat pelvis, in the transverse diameter, while it is at the same 
time being pulled down into the position of flexion. If the head be 
above the brim, we pull first downwards and backwards, in the axis of 
the brim; then directly downwards; and, finally, forwards, at the 
same time carrying the child lying on the arm upwards over the 
mother’s abdomen. 

The application of forceps to the after-coming head is troublesome 
and not to be commended. The Prague or Smellie’s method will 
deliver any case which can be delivered by forceps, and with less risk 
to mother and child. 

So far attention has been directed only to the treatment of cases 
in which the face has rotated posteriorly. If it rotates anteriorly, the 
chin may be above the symphysis and caught by it, and the treatment 
will consist in carrying the body of the child well forwards, so that 
the occiput rolls out over the perineum, followed, in succession, by 
the forehead and face. If the chin be behind the symphysis, the 
child’s body is to be carried well backwards so as to get the chin well 
down. It may be necessary to introduce a finger into the mouth and 
pull down the chin. The chin, face, forehead, and occiput roll out in 
succession from behind the symphysis. 


PELVIS (Hydatids of the).—Hchinococcus colonies may be found in 
any structure in the pelvis except the ovary. They may be peduncu- 
lated, and should then be ligatured with boiled catgut and cut off, the 
raw surface of the stump being stitched over. When sessile they 
should be enucleated like PAROVARIAN Cysts (which see). When they 
have suppurated the treatment is that of pelvic abscess. 


PERIMETRITIS. See PELVIC PERITONITIS. 


PERINEUM (Lacerated).—Perineal lacerations should be repaired 
immediately after labour. The following instruments are required : 
A douche, a pair of angular sharp-pointed scissors (Fig. 57), six pairs 
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of pressure forceps, a handled needle, three large curved needles, a 
needle-holder (Fig. 51), silkworm gut and catgut, and half a dozen 
pads of sterilised gauze. 

The operation for recent tears: As soon as the child is born and 
the cord cut, place the patient across the bed in the lithotomy position, 
irrigate the vulva and vagina, and place a gauze pad in the vagina 
to keep the blood from trickling over the laceration. Either by a 
handled needle or by a curved needle in a holder introduce the 
stitches as follows: For partial lacerations it will suffice to insert one, 
two, or three silkworm-gut sutures only. The needle should be 
introduced into the torn surface just inside, but not through, the 
skin, made to take a good mass of the tissues on the left side of the 
tear, a less amount at its upper end, and a large mass on the right, 
and made to emerge just inside the skin edge. If a handled needle be 
used, it is then threaded and withdrawn; if a curved needle, it of 
course carries the thread after it. When the tear is small one or two 


Fic. 57. PERINEUM SCISSORS. 


stitches will suffice ; when it is large three will be required, and it will 
then be necessary to insert the forefinger of the left hand into the 
rectum so as to avoid any risk of puncturing it during the passage of 
the needle. The stitches are to be introduced from behind forwards, 
and as each one is placed its ends are clipped together with a pair of 
pressure forceps and allowed to hang down. Nothing further is done 
until the placenta has been expelled and post-partum hemorrhage has 
become improbable, when the gauze pad is at once removed from the 
vagina, the vulva and vagina well irrigated, all clots removed, and 
the sutures tied. All their ends should be then gathered in a knot 
and the portions beyond the knot cut off. 

When the laceration is complete the patient is to be placed in position 
and -douched as above. The edges of the rectum are then to be 
taken up in a continuous suture of strong catgut, commencing above’ 
and ceasing at the anal margin. When this has been done three silk- 
worm-gut sutures are to be introduced as above described and the 
operation finished as before. 

The repair of old lacerations is accomplished in the following 
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manner: The patient is confined to bed for two or three days before 
operation. During this time she gets a purgative, and has her bowel 
washed out daily with a large normal saline enema. The hair about 
the vulva is to be clipped close and the skin washed and sterilised and 
kept covered by a sublimate compress, which is to be renewed night 
and morning, a sublimate douche being given at each renewal. At the 


Fic. 58.—PARTIAL PERINEAL LACERATION. 
First stage of repair. 


time appointed for the operation the patient is to be ansthetised and 
placed in the lithotomy position across the bed or on a table in a good 
light. When the compress has been removed the vagina is to be well 
douched and the uterus curetted, if it requires it. If the tear be an 
incomplete one the left index-finger is to be introduced into the rectum, 
and, while the assistants retract the labia, a U-shaped cut is to be 
made with the angular scissors along the junction of skin and mucous 


PERINEUM 149 


membrane and as far as possible in the line of the scar, the ends of the 
U being made to terminate just inside the posterior extremities of the 
labia minora (Fig. 58). The centre of the vaginal edge of this cut is 
then to be seized in a pair of pressure forceps and held by an assistant, 
while the operator snips the tissues so as to raise a flap of vaginal 
mucous membrane from the rectum upwards for an inch (2°5 centi- 


Fig. 59.—PARTIAL PERINEAL LACERATION. 


Second stage of repair. 


metres) or more as may seem requisite. As the flap is raised a large 
concave oval patch of raw surface will be formed. ‘Two or three silk- 
worm-gut sutures are now to be inserted, not taking in the skin and 
grasping plenty of tissue on either side (Fig. 59). Their ends are to be 
caught in pressure forceps and allowed to hang down while the anterior 
flap is being dealt with. In some cases it will be desirable to bury some 
catgut sutures in the upper part of the denuded area, so as to get good 
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apposition of the lateral tissues without formation of ‘dead spaces.’ 
In all cases a continuous catgut suture should bring together the 
edges of the vaginal flap, commencing at the forceps which holds it in 
the middle and terminating at the labia minora. This makes the flap 
pout well forward into the vagina. All blood is now to be cleared 
away by normal saline irrigation and the silkworm-gut stitches tied 
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Fic. 60.—COMPLETE PERINEAL LACERATION. 


First stage of repair, showing lines of incision and commencement of flap splitting. 


commencing with the hindmost one. When the laceration has been 
complete a more elaborate operation is required. ‘The incision assumes 
somewhat the form of the letter H. A transverse cut is made across 
the upper end of the tear about an eighth of an inch (3 mm.) inside 
the line of junction of vaginal and rectal mucous membranes, so as 
to leave a margin of the firm vaginal mucous membrane in which to 
insert the continuous catgut suture by which the bowel is shut off. 
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From the two ends of this incision cuts are made on each side, running 
forwards to just within the hinder ends of the labia minora and back- 
wards for a shorter distance towards the ischio-rectal fossae, reaching 
just beyond the slight dimple on each side, which usually indicates the 


Fic. 61.—CoOMPLETE PERINEAL LACERATION. 


Second stage of repair, showing flaps raised, suture of rectal flap, and position 
of silkworm-gut sutures. 


retracted ends of the torn sphincter ani (Fig. 60). By deepening these 
incisions vaginal and rectal flaps are formed on each side. A continu- 
ous catgut suture is now to be started in the middle line and carried 
downwards towards the anus, uniting the edges of the rectal flaps and 
shutting off the rectum from the wound. It should catch that eighth- 
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inch (3 mm.) broad strip of ene mucous resin which was left 
for it, as well as some of the raw surface of the rectal flap, so that the 
rectal mucous membrane will not be punctured and the line of suture 
will tend to pout into the rectum. This suture will terminate below 
in the skin at the margin of the anus. The next step is to introduce 
three or four silkworm-gut sutures, omitting skin and vaginal mucous 
membrane, in the same manner as above described (Fig. 61). Then 
any necessary buried catgut sutures should be put in. These are 
especially useful posteriorly, where they may be used to reinforce 
the continuous rectal suture. Finally the edges of the vaginal flaps 
are to be united from above down by a continuous catgut suture, 
and the silkworm-gut sutures are to be tied. By this method the 
lateral raw surfaces which are brought together by the silkworm-gut 
and buried catgut sutures are protected by the continuous stitching 
from contamination from the rectum or vagina. 

The after-treatment consists in all cases in keeping the patient in 
bed for three weeks ; ensuring a daily movement of the bowels from 
the very first by means of aperients, such as a cascara mixture ; 
avoiding enemata; keeping the perineum clean and dry by frequent 
change of sterilised gauze and wool dressing, and allowing a 
little 1 in 4000 sublimate lotion to trickle over the vulva and 
perineum after each act of micturition or movement of the bowels. 
The catheter should only be passed if absolutely necessary from 
inability of the patient to pass water, and when used should be passed 
by sight after irrigation of the meatus urinarius with 1 in 4000 sub- 
limate. Vaginal douches are seldom required, but, if called for, should 
be given by the surgeon, with a very small nozzle. At the end of 
eighteen or twenty days the silkworm-gut stitches may be removed. 
This requires the lithotomy position and a good light. The long ends 
of each stitch are taken in the fingers or a pair of pressure forceps 
and firmly pulled, so as to make the knot emerge from the scar in 
which it has become buried. This freeing of the knot may be assisted 
by the use of the points of the scissors.. When the knot has been well 
exposed and the loop seen the stitch should be cut and withdrawn. 
This care is necessary to avoid the ends being cut off and the loop left 
behind. Such an accident may readily happen unless the lithotomy 
position in a good light is resorted to, and the buried loop may be a 
source of annoyance by pricking the patient or leading to the per- 
sistence of a small perineal sinus. 


PERIOOPHORITIS.—Is to be treated according to its cause. As 
a rule it arises from PELVIC PERITONITIS or PELVIC CELLULITIS (which 
see). It also follows rheumatism, typhoid, the exanthemata, chronic 
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alcoholism, and ascites. Dysmenorrhcea and sterility are its chief 
symptoms, and treatment will have to be directed to the relief of 
them, due consideration being given to the cause if it can be ascer- 
tained. In certain obstinate cases with a history of old pelvic inflam- 
mation the abdomen should be opened and the ovary freed from its 
adhesions and carefully examined. If necessary, it should be resected 
or removed. Usually one ovary is the chief cause of symptoms, and 
then the offending organ should invariably be completely removed. 
In many cases there is a retro-displacement of the uterus which will 
require ventro-fixation or suspension. When the uterus is in normal 
position, and the ovaries, when freed from adhesions, inclined to pro- 
lapse, two or three catgut (No. 3) sutures should be passed through 
the broad ligament in such a way as to include the ovary and round 
ligament on either side, and brace up the ovary against the back of 
its broad ligament at as high a level as possible. This will prevent it 
from again prolapsing and becoming embedded in fresh adhesions. 


PERITONITIS. See PELvic PERITONITIS. 


PERNICIOUS VOMITING OF PREGNANCY. See HYPEREMESIS 
GRAVIDARUM. 


PHLEBITIS.—Inflammation of the pelvic veins is hable to occur 
after labour, after pelvic operations, and in the course of pelvic inflam- 
mations. Other veins, such as those in the calf of the leg and in the 
thigh, may be affected. The first thing to attend to is rest. The 
patient should be kept recumbent, and, if the veins of an extremity 
are involved, that part of the body should be kept absolutely quiet 
and supported by sand-bags. Pain should be relieved by morphia 
given hypodermically and by equal parts of belladonna and glycerine 
smeared along the track of the vein. The limb should be enveloped 
in cotton wool, covered by gutta-percha tissue, which should be held 
in place by a piece of flannel passed behind the leg and pinned along 
the front. This avoids the movements necessary to apply and change 
bandages. 

Abundant light nourishment should be ordered. Attention to the 
bowels is of prime importance, and sulphate of magnesia, gr. xx. or 
er. xxx., with sulphate of iron, gr.iii., makes the best aperient. It 
may be given two or three times a day, the dose being regulated 
according to the requirements of the patient. 

The septic process is to be antagonised by the injection of 10 ce. of 
antistreptococcic serum (polyvalent) every twelve hours, and the 
tendency to coagulation in the blood is to be met by the free use of 
lemon juice. In all cases the relatives of the patient should be warned 
of the danger of sudden death from pulmonary embolism. 
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When abscesses form they should be opened. In lying-in women 
thrombo-phlebitis is usually associated with cellulitis, the lymphatics as 
well as the veins being blocked, giving rise to ‘white leg’ or ‘milk 
leg.’ (See PHLEGMASIA ALBA DOLENS.) 

After an attack of phlebitis the patient should remain in bed for six 
weeks and keep the limb bandaged and avoid much walking for six 
months. 


PHLEGMASIA ALBA DOLENS (White leg, Milk leg).—The 
patient must be kept at complete rest in the recumbent position, so 
as to prevent the possibility of pulmonary embolism. Light nutritious 
diet, and, when necessary, stimulants are to be given. The bowels 
should be regulated and iron administered. Magnes. Sulph. gr. xx., 
Ferri Sulph. gr.iii., Acid. Sulph. Dil. m.v., and Aqua Menth. Pip. 
to half an ounce, two or three times a day, will suit most cases well. 
If there be much rise of temperature, Quinin. Sulph. gr.v. may be 
added to this. At the outset most relief will be got from cold 
evaporating lotions. After the first thirty-six hours the limb should 
be smeared with equal parts of belladonna and glycerine over the 
painful areas, and wrapped in cotton wool and elevated on pillows, and 
thenceforth disturbed as little as possible. It should be protected 
from the pressure of the bedclothes. If abscesses form they must be 
opened. 

While the above general principles of treatment are being carried 
out attention must also be directed to two special indications, viz. the 
prevention of the multiplication of streptococci by injections of 10 ce. 
of antistreptococcus serum (polyvalent) every twelve hours, and the 
prevention of coagulation of the blood by the free administration of 
lemon juice. Convalescence is prolonged, and the patient should be 
instructed to remain in bed for at least six weeks, and to keep the 
limb bandaged and avoid being much in the upright position for six 
months. 


PLACENTA PRAVIA (Unavoidable Hemorrhage).—As soon as 
the diagnosis of placenta previa is made the patient should be placed 
across the bed in the lithotomy position, and an anesthetic (chloro- 
form) given if necessary. The vulva and vagina should be well 
washed with soap and water, rinsed out with sterile water, and freely 
irrigated with 1 in 2000 sublimate lotion. 

1. If the cervix is sufficiently dilated the membranes are to be 
ruptured and the child turned. The degree of dilatation necessary to 
accomplish this will largely depend on the operator’s skill. A cervix 
which admits the fore-finger and middle-finger together with ease 
will as a rule enable bimanual version to be performed, but the greater 
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the dilatation the easier the operation. Assuming that the cervix is 
wide enough to allow version to be done, the membranes are to be 
ruptured with a vulsellum or a speculum forceps. As the liquor amnii 
is escaping two or more fingers are to be introduced. With the 
assistance of the outside hand the child can be turned, and a foot 
seized and brought out through the cervix. It should be pulled well 
down, so as to plug the cervical canal. A piece of boiled tape tied 
round the ankle may be useful in cases where the limb does not come 
far down or is inclined to recede. Having got the limb well down, the 
case is to be left to nature and treated as an ordinary breech. Should 
hemorrhage continue after version, continued traction upon the limb 
may be rendered necessary by the persistence of the bleeding. 

2. Ina few cases (about 1 per cent.) the os is not wide enough to 
allow of turning. There are then two plans open to us. (a) The 
patient being chloroformed and placed across the bed, and the pre- 
liminary washing and douching having been done, the cervix may be 
lowered by a vulsellum and exposed by Sims’ speculum, and the 
cervix dilated with Hegar’s dilators until it will admit Champetier 
de Ribes’ bag (Fig. 4). Then the membranes are to be ruptured, 
or a hole is to be rapidly made through the placenta in central cases, 
and the de Ribes’ bag introduced and filled. By the time it is expelled 
the head or other presenting part will be able to come down far 
enough to stop the bleeding. This plan is open to the objection that 
the friable cervix may be lacerated by the large Hegar’s dilators. 
Consequently the best method is (¥) to introduce the Sims’ speculum, 
lower the cervix with the vulsellum, preserve the membranes from 
rupture, and pack the cervical canal firmly with a strip of boiled gauze 
or bandage. When the cervix is full the vulsellum is to be removed 
and the vagina thoroughly and systematically packed with boiled 
gauze, bandage, or wads of cotton wool. Finally a pad and bandage 
is put on firmly over the vulva, and an abdominal binder applied and 
dilatation waited for. The length of time required for this will depend 
on the strength and frequency of the pains. As soon as it is thought 
likely that the cervix has dilated, or at most after twelve hours have 
elapsed, the plugs should be removed, the vagina should be irrigated 
with 1 in 4000 sublimate, and version performed. 

These instructions apply to practically all cases. Occasionally, when 
the pains are strong and the head well down in the cervix, the mem- 
branes may be ruptured and the case left to nature, since the pressure 
of the head is sufficient to stop bleeding, and the rupture of the mem- 
branes prevents further separation of the placenta. As a rule delivery 
by forceps is to be avoided, because severe post-partum hemorrhage is 
prone to follow the lacerations which they easily cause in this condition. 
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Accouchement forcé, plugging the vagina, and Barnes’ method (detach- 
ing the placenta around the lower uterine segment) are far inferior to 
the above methods and are not advisable. 


PLACENTA, RETAINED.—If the uterus has not expelled the pla- 
centa within an hour from the birth of the child steps must be taken to 
complete the labour. Failure on the part of the uterus to expel the 
placenta may be due to uterine inertia, to adherent placenta, or to mem- 
branous placenta, or, rarely, to hour-glass contraction of the uterus. 


Fic. 62.—EXPRESSION OF THE PLACENTA. 


Cases resulting from any of the first three causes require expression, or, 
if that fails, manual extraction. Those arising from hour-glass contrac- 
tion need a different line of treatment. 

Having decided that retention of the placenta is not due to hour- 
glass contraction, the following is the treatment: The patient being 
on her back with the knees drawn up, the bladder is first emptied, 
if necessary, and the fundus is then massaged until a contraction 
occurs. As soon as the uterus begins to harden the fundus is to be 
grasped in one or both hands and pressed downwards and backwards 
in the direction of the sacrococcygeal joint (Fig. 62). If this succeeds 
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the placenta will be felt to slip out of the uterus and, as: the down- 
ward pressure is continued, the placenta will be driven through the 
vagina and out of the vulva. It should then be caught in the right 
hand and slowly twisted several times until the membranes form a 
cord,.and are thus detached from the uterus and gradually withdrawn. 
Meantime the left hand keeps up pressure on the uterus. 

Should this fail the placenta must be removed by the gloved hand. 
To do so the patient should be placed across the bed in the lithotomy 
position, well washed with soap and water about the vulva and vagina, 
irrigated with sterile water, and douched with 1 in 2000 sublimate 
solution. The bladder being empty, the left hand, covered by a 
thin rubber glove reaching to the elbow (Fig. 63), is then to be intro- 
duced into the uterus and made to travel up between the membranes 
and the uterine wall until the placental site is reached. The right 
hand is kept on the abdomen to steady the uterus and make counter 


= 
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Fic. 63.—RUBBER GLOVES (LONG). 


pressure. The fingers of the left hand should separate the placenta 
in one piece by a side to side sawing motion (Fig. 64). As the fingers 
travel over the placental site they gradually get above the upper 
edge of the placenta, and the placenta comes to lie in the hollow of the 
hand. It can now be removed. ‘The hand should be again introduced 
and made to search for adherent portions. As soon as all fragments 
have been thus removed the uterus should be washed out with hot 
saline solution by means of a large flushing loop curette. If possible 
this operation should be done without anesthesia, but if an anesthetic 
be necessary the hand must not be introduced into the uterus until the 
patient is fully under, lest cardiac syncope be caused. 

When retention is due to hour-glass contraction uterine massage 
must be stopped. The contraction will then probably pass off and the 
next effort of the uterus will expel the placenta. If not, expression 
may be tried. If expression fails, or if hemorrhage makes removal 
of the placenta imperative, the patient should be placed across the bed 
and cleansed and douched as well as circumstances will permit. The left 
hand in the form of a cone should then be gently introduced, so as to 
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gradually overcome the hour-glass contraction, without risk of ruptur- 
ing the uterus, and separate and remove the placenta. Removal 
should be followed by a thorough wash-out with hot saline solution 
through a flushing loop curette of large size. 


PREGNANCY (Complications of).—Many affections occurring during 
pregnancy require no special treatment and are to be managed on the 


Fia. 64.*—MANUAL REMOVAL OF PLACENTA. 
(The glove should reach to the elbow instead of as shown in the diagram.) 


usual medical lines. Amongst these are the following: Bronchitis, 
Diabetes, Epilepsy, Exophthalmic Goitre, Hysteria, Insanity, Jaundice 


(Simple), Measles, Polyuria (Diabetes Insipidus). 
The management of many other conditions complicating pregnancy 


requires some special consideration. 
Albuminuria, As soon as albumen is found to be present in the 
urine of a pregnant woman a catheter sample should be procured with 


* Froin Williams's Obstetrics. Copyright 1903 by D. Appleton and Co, 
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all aseptic precautions in a sterile bottle and sent to a competent 
bacteriologist for examination. His report should indicate whether 
the case is one of nephritis, bacillus coli pyelitis, or bacillus tuber- 
culosis pyelitis. In the case of nephritis the treatment proceeds along 
the lines indicated under PUERPERAL ECLAmMpsiA (which see). bacillus 
colt pyelitis will necessitate the following prescription being used for 
some weeks: B Urotropin gr.v., Potass. Citrat. gr.xx.-xxx., Tr. 
Aurant. m.xv., Aq. ad 38s. three times a day after food. The 
reaction of the urine should be periodically examined and the potas- 
sium citrate increased sufficiently to keep it alkaline. If bacillus 
tuberculosis be found, the bladder must be examined cystoscopically and 
the ureters catheterised. By this means it will be found whether one 
kidney is discharging normal urine. Provided that one kidney is 
healthy and there is no extensive tubercular ulceration of the bladder, 
the diseased kidney should be removed. Pyuria may be due ‘to 
pressure of the pregnant uterus on the ureter, and may render the 
induction of premature labour necessary. 

Cardiac Lniseases.— Aortic Disease frequently does not dangerously 
complicate pregnancy unless it produces attacks of dyspnoea and 
syncope, which may lead to abortion. Mitral Disease is not serious in 
the case of pregnancy, unless there is failure of compensation, nor is it 
very serious in the milder cases of stenosis. 

For aortic incompetence complete rest with free purgation is the treat- 
ment. In mitral incompetence digitalis is the remedy as a rule, though 
it may sometimes have to be supplemented by venesection. | 

At times the progress of pregnancy may produce such grave 
symptoms that induction of labour may be required. This must be 
done cautiously, as cardiac cases requiring induction mostly end badly 
unless care is taken to get the patient into good condition first. When 
the heart is much embarrassed a fatal issue will follow induction. 
Hence an interval in which there is some improvement in the cardiac 
symptoms should be chosen for inducing labour. | 

Women with well-marked disease of the heart should be advised not 
to marry. 

Cholera requires the usual treatment. When labour has set in it is 
often prudent to hasten delivery by applying the forceps as soon as 
dilatation is sufficiently advanced to allow of its being safely done. 

Chorea. According to recent observations chorea gravidarum is the 
result of a toxeemic condition. The patient should be kept quiet in 
bed in a warm, well-ventilated room. Nothing but milk should be 
allowed in the way of nourishment until some signs of improvement 
have manifested themselves, and no return to ordinary diet should be 
permitted until choreiform movements have entirely disappeared for 
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several days. By way of aiding elimination sodii sulph. should be 
administered daily in doses sufficient to secure a free evacuation of 
the bowels. At the commencement of treatment and occasionally 
during its progress thirty grains of puly jalapae co. should be given 
in addition to the sodii sulph. Thyroid extract should be given 
throughout the course of treatment, beginning with gr.iss. three 
times a day, and increasing to gr. v. three times a day. Hypnotics or 
sedatives are not required. Asa rule it is not necessary to terminate 
the pregnancy, but a few cases may prove so obstinate even under 
eliminative treatment that emptying the uterus affords the only 
reasonable hope of cure. 

Convulsions, See PUERPERAL ECLAMPSIA. 

Emphysema may necessitate the induction of premature labour if the 
mother’s strength is becoming greatly impaired. 

Empyema is subject to the same rule as Emphysema. 

Icterus. Simple jaundice is comparatively harmless in pregnancy, 
and its treatment is on the ordinary medical lines. When, however, 
there is reason to suspect that the jaundice is a symptom of com- 
mencing yellow atrophy of the liver, labour should be induced immedi- 
ately in the hope of arresting the disease. 

Indigestion and Flatulence. A pill composed of Papain gr.il. and 
Pil. Rhei Co. gr. iii. taken an hour before the evening meal is generally 
efficient. In some cases the following is necessary in addition to the 
pull mentioned above: Ik Bism. Carb. gr. x., Sodii Bicarb. gr. xv., Acid. 
Carbolic. m.1., Aq. ad 3 ss. thrice daily in water after meals, the bottle 
being shaken. The feeth should be kept thoroughly clean, and, if 
decayed, should be stopped. The diet should be light and the meals 
more frequent and less bulky than usual, especially in the latter 
months. Fermented alcoholic liquors should especially be avoided. 
A regular daily walk in the open air is a valuable aid to digestion. 

Leucorrhea, when it is very troublesome and there is no cervical 
lesion causing it, should be treated by vaginal douching with a tea- 
spoonful to the quart of warm water of a powder made up of salicylic 
acid Zili. and boric acid Zi. A short nozzle must be used. When 
there is a cervical erosion it should be swabbed once a week with 
a solution of thirty grains to the ounce of nitrate of silver. Mucous 
polypi should be twisted off when they are found. In all cases of 
leucorrhcea the patient’s comfort is greatly increased by the use of 
one part of tar ointment in three parts of vaseline with which to smear 
the external genitals. 

Liver, Acute Yellow Atrophy of. This disease is closely connected with 
HyYPEREMESIS GRAVIDARUM (which see), As soon as the disease is 
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diagnosed labour should be induced without delay in the hope that 
the toxeemic process may be thereby arrested. 

Malaria requires quinine. The foetus may be affected by the disease. 
Abortion or premature labour may be brought on by the high tem- 
perature or the anemia which accompanies the disease. om 

Mouth, Affections of the. Inflammaton of the gums (gingivitis) is best 
treated by pressing prepared chalk between the roots of the teeth 
at bedtime, and washing the mouth frequently during the day with 
a 1in 150 carbolic lotion. Decayed teeth should be brushed three or 
four times a day after meals with a weak carbolic lotion (1 in 150) 
and a soft toothbrush. They should be well brushed with this lotion 
the last thing before going to bed. The prevention of oral sepsis by 
this means often greatly benefits the patient’s digestion and general 
health. Salivation may be relieved by tannic acid lozenges. 

Osteo-Malacia (Malacosteon), During pregnancy every effort should 
be made to raise the nutrition of the patient to the highest possible 
level. Cod-liver oil, iron, and arsenic are to be administered. Fresh 
air and good diet are essential. After the termination of pregnancy 
the question of removing the ovaries will have to be considered. 
Though many cases have been benefited by the operation, a good 
number have not, and it is to be regarded as a last resource, Recently 
wonderful results have been reported from the subcutaneous injection 
of adrenalin. One centigramme of 1 in 1000 adrenalin chloride was 
injected daily. 

Ovarian Tumours. These are to be removed during pregnancy as 
soon as they are diagnosed. See OVARIOTOMY. 

Piles require palliative treatment only. The bowels should be 
attended to. For this purpose castor oil should not be employed, as it 
produces considerable irritation and pain when piles are present (J. J. 
Austin). Smearing the anus with unguent. hamamelidis two or three 
times a day will give some relief. 

Pleurisy, Chrome, is treated on the same principles as in the non- 
pregnant state, unless the woman’s strength is becoming seriously 
impaired, when it may be necessary to induce labour. 

Preumoma requires no special treatment during pregnancy. It is 
extremely fatal, and causes abortion or premature labour owing to the 
high temperature and the imperfect oxygenation of the blood. Abortion 
or premature labour should never be induced ; on the contrary, every- 
thing possible should be done to avoid expulsion of the ovum. 

Pruritus Vulvae. Rest and arrangement of clothing to avoid friction 
of the parts is the primary consideration. Cleanliness must be main- 
tained by frequent tepid sitz-baths of salt and water or by bathing 
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the vulva and douching the vagina through a short nozzle with 1 in 
4000 or weaker sublimate lotion. In most cases the following, used as 
a spray, is a good adjunct to rest and cleanliness: RK Glycerin. Acid. 
Carbolic. 31., Quininae Hydrochlor. 31., Cocain. Hydrochlor. gr. xl., 
Hydrarg. Perchlor. gr.ss.. Aq. 31. Sg.to be used as a spray. In 
other cases an ointment suits better, especially when the patient has 
to move about, ¢g. BR Acid. Carbolic. 3 ss., Unguent. Zinci 3.1., Lanolin. 
3i. M.ft.unguent. Sg. to be used as directed. Sometimes a dusting 
powder proves most effective, e.g. KR Calomel Ziii., Bismuth. Subnit. 
Zvi. M. ft. pulv. Sg. to be used as a dusting powder. Some patients 
can use a lotion most easily, and for them an excellent formula is: BK 
Liq. Plumbi Subacetat. Fort. 31., Spirit. Rectificat. 31., Glycerin. 3 v., 
Aq. Rosae ad 3x. M. ft. lotio. Sg. to be used as a lotion every four 
hours, the bottle being shaken. When there is much leucorrhcea of 
an irritating character a pessary is a necessary addition to the fore- 
going:  Plumbi Acetat. gr. v., Pulv. Opii gr. i., Ol. Theobrom. ad 3 ii. 
M. ft. pessus. Sg. to be used every second or third night at bedtime. 


Pyelonephritis requires rest in the dorsal position, milk diet, urinary 
antiseptics (urotropin, quinine, salol, or boric acid), morphine for pain, 
and strychnine when necessary. Induction of labour is not often 
needed, but when required it should not be put off too long. 

Scarlatina is particularly prone to occur during a first pregnancy. 
The treatment is chiefly preventive. During an epidemic a pregnant 
woman should be in every possible way shielded from infection both 
on her own account and on that of her child. Strictly speaking, a 
medical man who has to attend a pregnant or lying-in woman while 
he is attending scarlatina should take a 1 in 10,000 sublimate bath 
and change his clothes before coming in contact with any pregnant or 
lying-in patient. 

When scarlatina develops during pregnancy or the puerperium the 
temperature must be controlled by cold sponging if it runs above 103°5° 
TF’, (39-7° C.), and the great tendency of these patients to get diarrhcea 
should be borne in mind when laxatives or purgatives are required. 

Smallpox is very prone to attack women in the early stages of preg- 
nancy. The nearer to the labour the patient is at the time of the attack 
the more severe and dangerous will the attack be. Pregnancy tends to 
produce the hemorrhagic form, and smallpox in pregnant women is 
a peculiarly dangerous disease, imperilling the life of both mother and 
fetus. The treatment is that of smallpox in unimpregnated women. 
During an epidemic pregnant women should be carefully vaccinated, 
both for their own sake and that of the children. 

Surgical Operations. Operations which are absolutely necessary are 
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not contra-indicated during pregnancy. Such complications as ovarian 
tumours and subserous fibroids may be dealt with surgically without 
seriously endangering the continuance of the pregnancy. Their 
removal, in fact, is in all cases advisable where they are likely to cause 
trouble during the labour. 

Syphilis, The treatment of syphilis during pregnancy is described 
under ABORTION (which see). Syphilis acquired during pregnancy is 
apt to produce more severe local lesions than in the non-pregnant in 
the primary stage. The secondary manifestations are usually milder 
than in the non-pregnant. In the primary stage the free use of lotio 
nigra locally, and of ung. hydrarg. by inunction for the general effect, 
is the best method of treatment. Later on hydrarg. ¢. creta with pulyv. 
ipecac. co., about two grains of each, night and morning, in pill or 
powder, does well. When secrecy is necessary in the treatment ‘a 
binder well dusted with calomel may be worn next the skin, or a 
pessary. containing twenty grains of unguent hydrarg. may be inserted 
into the vagina at bedtime. Frequent lavage of the vulva and daily 
' vaginal douching with 1 in 4000 sublimate lotion are important 
adjuncts to treatment. 

Tuberculosis. The results of the open-air treatment have consider- 
ably modified the management of the tubercular woman in pregnancy. 
Formerly the induction of abortion was deemed useless and improper ; 
now the correct course is to decide whether the mother is extensively 
diseased or not. In a first stage of phthisis abortion should be 
induced in the early months and the patient should be put under 
open-air treatment, and at the same time should have a course of 
tuberculin (vaccine) injections. The tuberculin treatment should be con- 
trolled by repeated observations upon the state of the opsonic index. 

In the later stages of phthisis the old rule still holds good, viz. to 
induce labour or abortion only when the lung surface is so much 
reduced as to render the emptying of the uterus imperative. 

Tubercular women should be advised against marriage. 

Typhus, Typhoid, and Relapsing Fever. Typhus does not as a rule 
affect pregnancy, though abortion sometimes occurs. Treatment is 
the same in the pregnant as in the non-pregnant. Typhoid causes 
abortion when the temperature is high, when a rigor occurs, or when 
hemorrhage takes place. The chief thing in treatment is to be on 
the look-out for any rise of temperature to 103° F. (39-4° C.) or more 
and reduce it at once by cold sponging or the cold bath. If abortion 
occurs steps should be taken to prevent loss of blood. felapsing 
Fever is liable to cause abortion. Prompt treatment of the abortion, 
so as to avoid hemorrhage, is necessary. 

Uterus, Anteversion and Anteflexion of the. During the earlier 
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months of pregnancy these conditions may cause vesical irritability or 
incontinence of urine. Rest in the recumbent position is the only 
treatment required. 

In the later months they may give rise to pendulous abdomen in 
multiparae with relaxed abdominal walls and separated recti muscles. 
An abdominal belt or bandage will then be required. 

Uterus, Cancer of the. When the cancer is inoperable the only line 
of treatment is to relieve the pain and the other symptoms as they 
occur, Morphia must be freely used. Hemorrhage may be stopped 
by hot douches, tampons, and even curetting the cancer and applying 
the cautery. 

When the cancer is operable the treatment will depend on the stage 
which the pregnancy has reached. Within the first six months 
abdominal hysterectomy by Wertheim’s method should be done. (See 
HYSTERECTOMY, ABDOMINAL, FOR CANCER.) As the prognosis for the 
child is in any case bad, the main thing is to endeavour to save the 
mother. During the later three months Cesarean section should be 
first performed with a view to getting a living viable child. The 
uterus should then be immediately removed by the method of 
Abdominal Hysterectomy for Cancer. 

Uterus, Fibroids of the. Fibroid polypi are to be removed by twisting 
them off when their pedicles are small, or by dividing the pedicle and 
ligaturing or stitching it with boiled catgut when it is thick. Tumours 
of the cervix which would obstruct labour can often be removed 
through the vagina by enucleation. Pedunculated fibroids incarcerated 
in the pouch of Douglas can often be removed by abdominal section 
before the fourth month of pregnancy. In other cases it may be 
possible to enucleate tumours which would obstruct delivery from the 
walls of the corpus uteri. ‘The majority of fibroids, however, require 
no treatment during pregnancy. They are only to be interfered with 
when they are likely to seriously hinder satisfactory labour. Some- 
times it may be more prudent to induce premature labour than to 
interfere with the fibroid during pregnancy. It isalways desirable that 
the relatives of the patient should know of the existence of fibroids as 
a complication of pregnancy, even though the patient herself be not told. 

Uterus, Retroversion and Retroflexion of. See UTERUS (INCARCERATION 
OF THE RETROVERTED GRAVID). 

Uterus, Prolapse of the Gravid, requires careful reposition and the 
insertion of a ring pessary. The pessary should be removed at the 
fourth month of pregnancy. 

Uterus, Hernia of the Gravid. Pregnancy occurs most frequently in 
inguinal uterine hernia, next in umbilical, and least often in femoral 
uterine hernias. ‘Treatment consists in replacement of the uterus, if 
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that can be done, followed by the use of a truss. Operation may be 
required in rare cases. 


Uterus, Double, may cause tedious labour from imperfect muscular 
development or post-partum hemorrhage from the placenta being 
attached to the septum. 


Vagina, Prolapse of the. When this is causing inconvenience during 
pregnancy the use of a ring pessary is the only treatment available. 
In cases where prolapse of the anterior wall (cystocele) is the marked 
feature substantial relief will be given by a ring, but when the 
posterior wall bulges much (rectocele) the advantage of the ring is 
much less appreciated. 


Varicose Veins. When varicosity of the veins of the lower extrem- 
ities is at all marked, rest in the recumbent position with the legs 
raised slightly above the body level should be resorted to frequently 
during the day. Crépe bandages should be worn when the patient is 
on foot. When the vulva is affected a pad of cotton wool supported 
_ by a perineal bandage should be worn. 


Vomiting. See PREGNANCY (VOMITING OF) and HyYPEREMESIS 
GRAVIDARUM. 


PREGNANCY (Management of).—/vzercise is essential, and is best 
taken in the form of regular daily walking to the point of slight 
fatigue. If that is not possible, carriage exercise is the best substitute, 
provided it causes no discomfort. All violent exercise should be 
forbidden, and also everything likely to cause straining or stretching 
or sudden jolting. Nausea at the beginning of pregnancy, and weight 
and pelvic relaxation at the end of it, often render exercise impossible. 

Diet should be simple, varied, and digestible, including meats, 
vegetables, fruits, and milk. The meals should be regular, but as the 
uterus increases numerous small meals should be substituted for the 
ordinary ones, as the patient is then unable to take a large amount at 
a time. | 

Drink should consist of water, milk, chocolate, tea and coffee in 
moderation, but not strong. Alcohol in all forms should be prohibited 
unless there is some special indication for its use. 

Bowels. The bowels should be kept regular by the use of home- 
made brown bread, vegetables, and fruit. When this is not sufficient, 
syrup. cascarae aromatic. 31. or Zi. should be given at bedtime. 
Aloetic and saline purgatives should be avoided. 

Fresh air should be got in every possible way. Outdoor exercise 
and reclining in the open air when practicable, and well-ventilated 
rooms both by night and day are essential. 
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Bathing regularly is of the utmost importance. Warm baths should 
be taken, but hot or cold baths avoided. Sea bathing is inadmissible. 

Clothing should as far as possible be woollen and adapted to the 
season of the year. Warm drawers should replace petticoats. All 
lower garments should be suspended from the shoulders and the 
stockings kept up by suspenders. An abdominal binder supporting 
the abdomen from below is an advantage in the later months. 

Leucorrhea is to be combated by bathing. If severe, the vaginal 
douche may be used with a short nozzle and a teaspoonful of alum 
added to each quart of water. 

Breasts. ‘The breasts must be protected from all pressure. Cleanli- 
ness of the nipples is all-important. If they are depressed frequent 
attempts should be made to draw them out. The application of a 
little glycerine of borax night and morning during the last month of 
pregnancy is very beneficial to the nipples. 

Mental excitement or depression should be guarded against, and a 
proper amount of rest and sleep secured. 

Examinations of the wrine must be made once a month up till the 
seventh month. [rom that time on they should be made weekly. 

Sexual intercourse should be forbidden in the earlier and later 
months. It should also be avoided at times corresponding to the 
menstrual epochs. In cases where there is a tendency to abortion, 
miscarriage, or premature labour, it should be strictly forbidden 
throughout the whole course of pregnancy. 

Tonics. During the last month of pregnancy almost all women are 
the better for an iron tonic. The following acts well: B Tinct. Ferri 
Perch]. m.xv., Quinin. Sulph. gr.i, Lig. Strychninae m.iu1., Tinct. 
Aurant. m.x., Aq. ad 3ss., three times daily in water after food. 
This tends to promote good pains, to render tedious labour less likely 
to occur, and to prevent post-partum hemorrhage (J. J. Austin). 


PREGNANCY IN FALLOPIAN TUBE. See TUBAL PREGNANCY. 


PREGNANCY (Pernicious Vomiting of). See HYPEREMESIS GRAVI- 
DARUM. 


PREGNANCY (Vomiting of).—The vomiting of pregnancy may be 
very slight or may be so severe as to threaten the patient’s existence. 
To the latter type the term HyPEREMESIS GRAVIDARUM (which see) is 
applied. Under the present heading we have only to deal with the 
milder varieties. 

The most common form is the well-known ‘morning sickness.’ 
Various theories have from time to time been advanced to explain 
this phenomenon. At present there is good reason for believing that 
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in the great majority of cases pregnancy tends to disturb metabolism, 
and that the metabolism of a healthy pregnant woman differs from 
that of a healthy non-pregnant woman, making her liable to suffer 
from a form of toxemia of which vomiting is a symptom. In the 
treatment of ‘morning sickness’ and the less severe forms of the 
vomiting of pregnancy the regulation of the bowels is of the first 
importance. A pill containing papain gr. ii. and pil. rhei co. gr. 11., 
taken an hour before dinner in the evening, is often effective (Brice 
Smyth). A teaspoonful of very hot water with a pinch of sodium 
bicarbonate in it taken the first thing on awakening should be tried. 
A light breakfast of a cup of tea and a small slice of dry toast should 
be taken before getting out of bed, and small quantities of food should 
be eaten at frequent intervals during the day so as to overcome the 
tendency to vomit. When such measures fail draughts of medicinal 
soda-water should be prescribed, or a mixture containing sodium 
bicarbonate, carbonate of bismuth, and a little hydrocyanic acid should 
be ordered. In troublesome cases thyroid extract gr. iss. three times 
a day should be given with the view to increasing oxidation. When 
there is much flatulence the following prescription should be given: 
BR Sodii Bicarb. Ziv., Sp. Ammon. Arom. 3 vi., Infus. Gentian. Co. ad 
3 vill. Sg. one tablespoonful in water three times a day immediately 
after meals. 


PREMATURE LABOUR. See LABOUR, PREMATURE. 


PRESENTATIONS, PELVIC. Se PELvic PRESENTATIONS. 


PROLAPSE OF HAND AND FOOT. See HAND AND Foor 
PROLAPSED TOGETHER. 


PROLAPSE OF UTERUS. See UTERUS (PROLAPSE OF). 


PRURITUS VULVAE (Vulvitis Pruriginosa)—The number of 
remedies which have been employed in the treatment of pruritus 
vulvae is sufficient evidence of the obstinacy of the complaint. The 
reason why pruritus is so difficult to cure is probably the fact that 
treatment is carried out by the patient herself in a secret way, and in 
a way that is as often harmful as beneficial. 

The first point, then, is to get the patient confined to bed under a 
nurse’s care. The next is to put her on an appropriate diet. This 
will depend on the nature of the case, but, as a rule, the choice will lie 
between diet suitable for Dyspepsia, Diabetes, or Albuminuria. In 
cases where there is no obvious cause for the pruritus the question of 
diet will require the closest attention. The patient’s usual articles of 
food will have to be considered and a permanent diet chart prepared 
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for her use, so as to enable her to prevent relapses when she returns 
to active life. Frequently the offending articles of food can only be 
detected by a process of gradual elimination, and several weeks may 
be required for this purpose, but no effort should be spared in this 
direction, for the question of diet often means permanent success or 
permanent failure. The third point is the local treatment, and the 
discussion of this involves the consideration of the causes of pruritus, 
which may be conveniently arranged under three heads: I. Irritating 
Discharges ; II. Diseases of the Vulva; and III. Reflex Irritation. 

I. Lrritating Discharges include (a) Leucorrhcea, (b) the urine in 
Diabetes, and (c) the urine in Cystitis. 

(a) Leucorrhwa may be due to Endometritis (sce wnder METRITIS), 
which will require attention. It may be due to vaginitis of the 
gonorrhceal or senile variety (see VAGINITIS). In the gonorrheeal 
form an astringent douche is the best, such as B Zinci Sulph. 3ss., 
Aluminis Z iss. M. ft. pulv. Sg. two teaspoonfuls dissolved in a quart 
of warm water, to be used as a douche two or three times a day. 
In addition to the douching an astringent pessary will be required 
at night, such as B Plumbi Acetat. gr.v., Pulv. Opii gr. iss., Theo- 
brom. Olei q.s. M. ft. pessus. Sg. to be introduced at bedtime. 
After each astringent douche the external organs of generation 
should receive attention. Where the skin is unbroken and no tender- 
ness exists, bathing well with 1 in 1000, or 1 in 2000, or 1 in 4000 
perchloride of mercury lotion should be employed, the strength being 
varied according to the degree of sensitiveness of the parts. The 
patient should then be dried and dusted with an antiseptic dusting 
powder, e.g. equal parts of bismuth and calomel. Where the skin is 
broken or the parts inflamed or swollen a lotion composed of glycerine 
of lead, half an ounce, and warm water, one pint, should be applied 
on lint as an evaporating lotion, and changed frequently till all the 
more acute symptoms have disappeared. When the pruritus has been 
got rid of and the patient is again allowed to move about, she should 
be instructed to douche and bathe herself night and morning with a 
creolin lotion, made by mixing two teaspoontfuls of creolin with a 
teacupful of cold water and adding a quart of warm water while 
stirring it well. She should also keep the labia lightly powdered with 
some simple dusting powder. Often in these cases the urethritis keeps 
up the irritation, and it will have to be combated by irrigating the 
anterior half of the urethra through a small Bozeman’s catheter with 
1 in 2000 sublimate solution, at the same time expressing the pus 
from the urethra and Skene’s glands from time to time with the fore- 
finger. When the irrigation is finished a solution of sulphate of copper, 
thirty grains to the ounce of water, should be slowly run through 
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the Bozeman’s catheter. This will not get rid of pus in the Skene’s 
glands, but it will cure the urethritis or any urethral ulceration that 
may exist and greatly improve the symptoms. The total eradication 
of the disease from Skene’s glands is at present impossible, the 
galvano-cautery and other active measures not being followed by 
success, but when a course of treatment as above indicated has been 
carried out the Skene’s glands become quiescent and cause the patient 
no trouble. Similarly Bartholin’s glands may be the seat of chronic 
gonorrheal inflammation, and, if they are thickened or distended, 
should be excised. 

In cases of pruritus due to senile vaginitis the best douche is the 
following: B Acid. Salicylic. 311, Acid. Boric. Zii. M. ft. pulv. Sg. 
one teaspoonful made into a paste with hot water and dissolved in a 
quart of warm water, to be used two or three times daily. At bedtime 
a lead and opium pessary should be introduced. The external parts 
should be bathed with a 1 in 2000 sublimate lotion, and then dried 
and dusted two or three times daily. When there is excoriation or 
inflammation, the lead lotion mentioned already should be used. In 
these senile cases repeated careful examinations should be made for 
incipient epithelioma. 

(1) Diabetes is a not uncommon cause of pruritus. In addition to the 
general treatment usual in such cases, the following local measures 
should be employed. The vagina should be well Sache out with 
soap and water, and then douched with 1 in 2000 sublimate. The 
external organs should also be well washed with soap and water, and 
then covered by a compress wrung out of 1 in 2000 sublimate, unless 
there are excoriations, when a lead lotion will have to be used till 
they are healed, and then be replaced by the sublimate compress. As 
soon as the itching has been subdued, a permanent course of treat- 
ment must be adopted. This includes washing the vulva and vagina 
twice daily with soap and water, and then thoroughly douching all 
the parts with 1 in 4000 sublimate. After careful drying with a soft 
cloth, a mild mercurial ointment should be applied. One part of 
calomel ointment in three parts of lanolin is the best of these. It 
should be applied round the urethra and vaginal orifice, as well as over 
the labia, so as to protect the skin from the urine. The patient should 
sponge herself with normal saline solution after each time she passes 
water. 

(c) Cystitis is occasionally associated with pruritus. The usual general 
treatment should be adopted, and appropriate treatment for the 
bladder as well. Locally the same measures as in diabetes will prove 
effective in protecting the skin from contact with the unhealthy 
urine. Se CYsrinic: 
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Il. Diseases of the Vulva include— 

1. Congestions depending on varicose veins, pelvic tumours, preg- 
nancy with or without retroversion, cellulitis, or disease of the heart 
or liver. In many of these cases the pruritus is aggravated at the 
menstrual epochs. When the cause has been removed or palliated, 
the vulva and vagina should be cleansed with 1 in 2000 sublimate 
lotion once or twice daily according to the severity of the symptoms, 
and a little of the unguentum hamamelidis regularly applied two 
or more times daily. Equal parts of unguentum hamamelidis and 
unguentum coni will give more relief in some cases. 

2. Vulvitis and Kraurosis Vulvae require the usual treatment for those 
affections. ; 

3. Pediculus Pubis is best got rid of by washing with soap and water, 
and then douching and bathing with 1 in 1000 sublimate lotion. 
When the parts have been dried, they should be dusted with calomel 
5. and bismuth. subnit. 3 iv., mixed and used as a dusting powder. 
(See VULVA, CUTANEOUS DISEASES OF THE.) 


III. heflex Irritation may cause pruritus, and may be due to— 

1. Lectal Causes, such as worms, anal fissure, rectal polypus, piles. 

2. Bladder Causes, such as vesical irritability, when hyoscyamus 
internally and intravesical injections of half a grain of cocaine dis- 
solved in an ounce of sterilised water may be tried. 

3. Uterine Causes, most frequently pregnancy, when bromide, 
belladonna, and hyoscyamus combined in a mixture may be tried. 

In all these reflex cases the vagina should be douched, and the 
vulva and surrounding parts bathed with creolin solution prepared as 
above described. If the tissues are dry and prone to inflame, the 
weak calomel and lanolin ointment is the best application; if they 
are moist, dusting with bismuth and calomel or other good dusting 
powder should be made use of. (See also PREGNANCY, COMPLICA- 
TIONS OF.) 


PUBIOTOMY.-—Under the names Pubiotomy, Hebotomy, and 
Hebosteotomy, an operation, which is intended to supplant Symphy- 
siotomy, has been recently introduced. It is performed in cases of 
flattened pelvis where the true conjugate is 2? to 3 in. (7 to 7°5 em.) and 
it allows a separation of 14 to 2 in. (4 to 5 cm.) between the divided 
ends of the bone. This is sufficient to permit the easy extraction of 
the child by forceps. The operation has also been done in cases of 
generally contracted and of transversely contracted pelvis. It is 
indicated when the child is alive and there is some contra-indication to 
Cesarean section, 7.c. when there is a moderate degree of pelvic contrac- 
tion, which has been unrecognised until after attempts have been made 
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to deliver with high forceps, and the woman has become exhausted and 
probably infected. The operation should not be performed unless the 
child is alive and has a fair chance of surviving. 

Steps of the operation. The patient is to be anesthetised and placed 
in the lithotomy position. After removal of the hair and careful dis- 
infection of the skin and vagina, a small horizontal or vertical incision 
is made over the pubic spine down to the bone on the selected side. 
Through this incision the forefinger is pushed and made to separate 
the soft tissues from the back of the pubic bone. Along the track 
thus made by the finger a long pedicle needle armed with strong 
boiled silk is guided, its point being made to emerge underneath the 
lower margin of the bone, through the external surface of the labium 
majus on a level with the clitoris. The needle is guided in its course 
by a finger in the vagina. When the silk thread has been caught at 
the point of exit, the needle is withdrawn and a chain saw (Gigli’s 
saw) is, by means of the silk, pulled through behind the bone. The 
bone is rapidly sawn across, about 2 of an inch (1 cm.) to one side of 
the symphysis pubis. The child is then delivered by forceps. Forceps 
delivery is best for the child, but, when podalic version is necessary, 
it can be done and delivery effected with even less risk to the mother 
than with the use of forceps. Hamorrhage from the pubiotomy 
wound or from lacerations is to be stopped by pressure or catgut 
suturing. When the placenta has been removed and the patient care- 
fully attended to, a canvas surcingle 3 inches (7°5 cm.) wide should 
be buckled tightly round her pelvis, its upper edge being just below 
the anterior superior iliac spines. She must be kept in bed in the 
dorsal position for three weeks, supported on either side by sand-bags. 

Certain complications may occur during the operation in the form 
of hemorrhage or vaginal lacerations. During the puerperium the 
patient is liable to sepsis, septic phlebitis, cystitis (when the catheter 
has to be employed for a length of time), hematoma and cedema of 
the vulva, marked abdominal distension, and trouble with the skin 
owing to the difficulty of preventing soiling by the evacuations of the 
bladder and bowels. 

Few patients have suffered serious permanent ill effects from the 
operation. In most cases a lasting increase in the pelvic diameters 
appears to have been obtained. 

Briefly, we may conclude that when the circumstances are favour- 
able Cesarean section should be performed in preference to pubtotomy, 
provided that after the head has moulded a tentative effort with the 
forceps has failed to deliver. When strong and prolonged efforts to 
deliver with forceps have been made, with the result that the 
mother’s chances of surviving Cesarean section are poor, pubiotomy 
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should be done, provided the child be alive and not in a very pre- 
carious condition. When the child is dead, craniotomy is the proper 
procedure. 


PUERPERAL ECLAMPSIA.—The urine of every pregnant woman 
should be examined once a month or oftener, and, if albumen appear, 
prophylactic treatment should be at once commenced. The patient 
should be confined to bed in a warm airy room, put on milk diet, and 
have her bowels regulated by sodii sulph., in appropriate doses, three 
times a day. At the end of a week, should no unfavourable symptoms 
arise, the milk diet may be reinforced by fresh white fish, chicken, and 
vegetables, but milk and fluids must still form a large proportion of 
the food. If the albumen disappears, this restricted diet will have 
to be continued throughout the pregnancy, but the patient may 
be allowed to get about, wearing clothing suitable to the season, 
and avoiding exposure to wet or cold, fatigue, or excitement. The 
bowels will need careful regulation by the effervescing sulphate of 
sodium taken before breakfast. The urine will have to be watched, and 
any diminution in quantity or appearance of albumen noted. In case 
marked diminution in amount takes place, the patient should be put 
to bed between blankets, with hot-water bottles around her, so as to 
encourage free perspiration. At the same time a smart action of the 
bowels should be secured by the administration of ten grains -of 
calomel, combined with one drachm of compound jalap powder. If 
this does not act in six hours, an enema of saline solution should be 
given. Milk diet will be essential as long as the secretion of urine 
remains below the normal. Any return of albumen will necessitate a 
renewal of all the precautions mentioned above. In spite of our best 
efforts at prophylaxis fits may come on, and, when they do, curative 
treatment must be commenced at once. 

Curate treatment. When only one or two fits have come on, and 
they have not interfered with the consciousness of the patient, an 
endeavour should be made to arrest them without interfering with the 
pregnancy. For this purpose two indications have to be met: (1) The 
fits have to be controlled ; and (2) the poison has to be eliminated. 

1. For the purpose of controlling the fits, a hypodermic injection of 
half a grain of morphia should be given on the onset of the first fit, or 
as soon after it as possible. This should be followed every two hours 
by a quarter of a grain till the fits cease. Not more than three grains 
should be given in twenty-four hours. 

2. At the same time measures for eliminating the poison should be 
inaugurated. arly purgation is of supreme importance. Three 
minims of croton oil should be mixed with ten grains of calomel and 
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ten grains of milk sugar, and the whole divided into six powders, one 
of which should be given every hour until the bowels move. A large 
enema of normal saline solution should be given. Sweating should be 
encouraged by keeping the patient between blankets and surrounded 
by hot-water bottles. Hot stupes over the kidneys and plenty of fluid 
by the mouth should be had recourse to with the object of increasing 
the action of the kidneys, Cream of tartar drinks or barley water 
and whey are useful to this end. In plethoric patients ten to forty 
ounces of blood should be taken by venesection, and two or three 
pints of sterile normal saline solution injected under the mammary 
glands. By the aid of these measures many of the milder cases of con- 
vulsions may be tided over the attack and guided to full term with 
safety. 

When, however, the convulsions are severe in character, or when 
coma has threatened or has already set in, more active treatment must 
be promptly begun. Chloroform should at once be given. Then half 
a grain of morphia should be injected hypodermically. The vagina 
should be thoroughly douched with plain water, and, at the same 
time, it and the vulva should be well washed with soap. After the 
washing with soap and water the vulva and vagina are to be douched 
with iodine water (one drachm of the tincture to the pint of water). 
The bladder is then to be emptied by catheter, and a Sims’ speculum 
passed and the anterior lip of the cervix caught in a vulsellum and 
lowered. Finally, the membranes are to be ruptured, and the liquor 
amnii as completely as possible drained away. This is most easily 
accomplished by passing a bullet-forceps vulsellum (Fig. 6) into the 
cervical canal, as high as the membranes, closed, and then opening it 
and lacerating the membranes with it as it is closed and withdrawn. A 
large Bozeman’s uterine catheter is immediately to be passed into the 
uterus and moved about, as the liquor amnii escapes, until every part. 
of the cavity is drained. The instruments are now to be removed, the 
administration of the chloroform stopped, and a large enema of saline 
solution thrown into the rectum. Delivery is henceforward best left 
to nature, but the injection of morphia (gr. }) every two hours should 
be continued as long as the fits keep recurring, provided that not 
more than three grains are given within twenty-four hours. Croton 
oil and calomel are to be placed in a little butter far back on the 
tongue, two minims of croton oil mixed with five grains of calomel 
being used. Efforts to promote perspiration are also to be kept up; 
such as blankets next the skin and hot-water bottles in the bed. In 
addition to all these things it is advantageous in comatose cases to 
open a vein in the arm and inject two or three pints of normal saline 
solution, so as to dilute the toxin and favour elimination by the 
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kidneys and skin. When the patient is plethoric, ten or twelve ounces 
of blood should be withdrawn from the arm before the saline solution 
is thrown in. As soon as the cervix is sufficiently dilated, delivery 
should be expedited by the use of the forceps. All attempts at 
forcible delivery should be avoided. No efforts should be made to 
control loss of blood after delivery, unless it amounts to dangerous 
post-partum hemorrhage. When fits commence after labour, morphia 
is our sheet-anchor. 

In cases which, in spite of the above treatment, are going from bad 
to worse, the kidneys should be exposed and decapsulated. 

Certain complications require to be guarded against. 

1. The tongue may be bitten during the convulsions unless it be 
protected by a piece of wood held between the teeth. The spoon 
usually recommended often breaks the teeth, and is at best an 
inefficient instrument. 

2. Feeding by the mouth should be avoided when the patient is 
comatose, because fluids are not swallowed and get drawn into the 
lungs. 

3. The patient should be kept lying as much as possible with the 
mouth over the edge of the bed when she is comatose, so as to allow 
the saliva to escape freely. 

4, As these cases are peculiarly lable to become septic, it is very 
important that the operator should not only thoroughly cleanse his 
hands and the patient, but that he should also wear rubber gloves. 

5. Tendency to heart failure in comatose cases is to be obviated by 
the use of nutrient enemata, and by the administration of digitalin 
and strychnine hypodermically. 

Cesarean section has been employed in Germany within the last 
few years in these cases, and has been favourably reported on. It 
obviates any reflex irritation such as is caused by dilatation of the 
cervix. 

The poison of Puerperal Eclampsia is supposed to be manufactured 
by the syncytial cells, and the production of a ‘cyto-lysin’ has been 
attempted with a view to counteracting the effects of this poison. 

The early removal of the placenta in all cases is to be advocated. 


PUERPERAL FEVER.—Under the semi-popular designation of 
‘Puerperal Fever’ several different conditions are included. They all 
resemble one another in that they are the result of the invasion of the 
genital canal, either during pregnancy or the puerperium, by patho- 
genic bacteria. They are divisible into two great classes in accordance 
with the nature of the micro-organisms on which they depend. 


I. Puerperal Sapremia, in which the organisms give rise to putre- 
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factive changes in the lochial discharges, and the symptoms 
depend on the absorption of toxins produced by the growth of 
saprophytic germs. (See PUERPERAL SAPRAMIA. ) 


II. Puerperal Septicemia, in which the septic infection is due to the 
invasion of the patient’s body, by way of her genital tract, by 
pyogenic microbes. This form of infection may become— 


A. General, causing either— 


(1) Lymphatic Sepsis (see PUERPERAL LYMPHATIC 
SEPSIS), or 

(2) Venous Sepsis (Pyemia) (see PUERPERAL VENOUS 
SEPSIS) according to the path which the invading 
micro-organisms follow ; or it may remain 


B. Local, causing septic endometritis. (See PUERPERAL 
SEPTIC ENDOMETRITIS. ) 


The treatment of Puerperal Fever is preventive and remedial. The 
former is dealt with under PUERPERAL FEVER (PREVENTION OF), and 
the latter under the headings of the various forms of the disease. 


PUERPERAL FEVER (Prevention of).—The medical man who 
attends women in their confinements must ever bear in mind that he 
should conduct a labour with as much regard for asepsis as he would 
an abdominal section. In the case of a woman who has never been 
contaminated by sexual intercourse with a man who has or has had 
urethritis, there is no more difficulty in confining her aseptically 
than there is in opening her abdomen with aseptic precautions. The 
vulva can be cleansed as easily as the abdominal skin. The vagina 
has such powers of self-protection that it may be safely left to take 
care of itself. Unfortunately a large proportion of women are not 
in this happy position of vaginal cleanliness. Such a large number 
of men have had urethritis at some time or other in their lives that 
many women unknowingly contain within their own genital passages 
latent conditions predisposing them to puerperal sapremia or puer- 
peral septicemia. These conditions may take the form of the 
presence of latent infective germs or of changed states of tissue 
resulting from bygone inflammation. The fact that so many women 
escape the dangers of puerperal fever is a tribute to the resisting 
powers of their own tissues rather than to the normal condition of the 
urethrae of their husbands. This very fact, that women in their 
ignorance are so liable to prove, at their labours, martyrs to their 
husbands’ misconduct, will make the conscientious accoucheur all the 
more careful to save them from additional dangers. 
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The medical attendant is responsible for the prevention of puerperal 
fever from three sources, viz. the patient’s external genitals, his own 
hands, and his instruments. 

1. Avoidance of infection from the external genitals is a duty partly 
devolving upon the nurse who carries out the medical attendant’s 
instructions. She should prepare the patient by thoroughly washing 
and disinfecting the vulva and perineum and the adjacent skin, using 
plenty of soap and water, and after it 1 in 1000 sublimate lotion, 
as described under LABOUR (MANAGEMENT OF). This is sufficient in 
an ordinary case. When the first vaginal examination is being made 
the urethra should be carefully inspected and stroked down with the 
forefinger. If any pus escapes from the urethra or Skene’s glands 
it should be wiped up with wool soaked in 1 in 1000 sublimate lotion 
before the examination is further proceeded with. 

Whenever the introduction of the hand, or an instrument, into the 
uterine cavity is necessary, the operator must himself prepare the 
patient more thoroughly. She should be brought across the bed in 
the lithotomy position. The vulva and vagina are then to be well 
washed with sterile green soap and water, and douched with 1 in 2000 
sublimate solution, the condition of the urethra receiving due atten- 
tion. Finally a douche of sterile saline solution should be given 
before the operation is commenced. ‘These precautions are necessary 
in operative cases because so many women have an abnormal condition 
of the vagina. As a general rule ante-partum douching should only 
be done when some intra-uterine operation is about to be performed. 
The one exception to this rule is in cases where there is any purulent 
or putrid discharge from the vagina or uterus. It is then prudent to 
wash and douche the vagina, even though no operation is in con- 
templation. In all these cases douching with a quart or so of 1 in 
2000 sublimate solution, followed by the use of several quarts of 
sterile saline solution, is the ideal method. It must, however, be 
recognised that the majority of confinements have to be conducted 
under conditions which do not admit of the preparation of large 
quantities of sterile saline solution. The best substitute for the saline 
solution is 1 in 4000 or 6000 sublimate solution. We simply require 
sufficient sublimate in the water to destroy the potentiality of any 
microbes the water may contain. There is no danger in freely 
douching with sublimate provided that no residue of the solution is 
left in the vaginal or uterine cavities. All residual fluid should be 
removed. 

A word in regard to prophylactic post-partum douching is necessary, 
since it has at times been advocated as a method of preventing puer- 
peral fever. It should only be resorted to when there is a definite 
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indication for it. The following cases require post-partum douching 
of the uterus and vagina :— 


(i) In cases where the hand has been introduced into the 
uterine cavity for removal of the placenta, version, or 
other operation, the expulsion of the placenta should be 
followed by the washing out of the uterus with the 
flushing loop curette, sterile saline solution or 1 in 4000 
sublimate solution being used. 

(ii) When the foetus, placenta, or liquor amnii is putrid, a wash- 
out of the uterus with the flushing loop curette and sterile 
normal saline or weak sublimate solution should follow 
the delivery of the placenta. 

(iii) When there is purulent discharge from the uterus, douching 
should be done as directed under PUERPERAL SAPRAMIA 
and PUERPERAL ENDOMETRITIS. 


2. Avoidance of infection from the accoucheur’s hands. See OPERATIONS 
' (Preparation of the Operator, etc.). As much care should be exercised 
by the accoucheur as by the surgeon. Having washed and _ dis- 
infected his hands and put on a sterile overall and a boiled waterproof 
cambric apron, he should put on a pair of boiled gloves. The very 
least that must be done to prepare the hands for attendance on a 
labour case is to wash them for three minutes or more with soap and 
water; rub them well, especially about the nails, with turpentine ; 
wash them again with soap and fresh water; and soak them for 
three minutes in | in 1000 sublimate solution before putting on the 
boiled gloves. 

3. Avoidance of imfection from the instruments. ‘The instruments 
should be carefully washed, after use, with soap and cold water in 
the first instance, and afterwards with soap and hot water, a nail- 
brush being used on both occasions. They should then be boiled for 
at least five minutes in water containing 1 per cent. of washing-soda. 
They should be dried while hot with a sterilised towel, and rolled up 
in a case of boiled waterproof cambric. Instead of the usual bag the 
instruments are to be carried in a metal box with telescopic lid. This 
box can be used as a steriliser for them at the patient’s house. It can 
be placed on a kitchen range and filled with boiling water. The 
instruments and ligatures can be boiled in it in their waterproof case. 
When boiled the waterproof case can be unrolled on a table in the 
bedroom, and will serve as a sterile surface on which the instruments 
can lie. 


PUERPERAL INSANITY. See INSANITY, PUERPERAL. 
M 
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PUERPERAL LYMPHATIC SEPSIS.—When some part of the - 
generative tract becomes infected with streptococcus pyogenes there is 
developed the most fatal disease to which pregnant women are liable. 
The attack varies in its acuteness. A general puerperal septicemia 
may suddenly develop through invasion by the lymphatics without 
any marked local signs having had time to occur. On the other hand, 
septic endometritis may first appear, and from that the general 
infection may spread along the lymphatics. In from one to two days 
after infection a severe rigor and a temperature of 104° F. (40° C.) 
or more indicate the onset of the mischief. The pulse is extremely 
frequent. Lochial and mammary secretions disappear. Profuse 
sweating and signs of general peritonitis may occur. Great mental 
depression is usual, but occasionally the extreme poisoning of the 
system so dulls the brain that a dying patient expresses a feeling of 
comfort. In two to seven days the disease has run its course. Rapid 
heart failure usually ends the scene. As soon as these urgent 
symptoms appear the vagina and uterus should be well washed out 
with the flushing loop curette, a quart of 1 in 2000 sublimate solution 
being used at the beginning, and three or four quarts of normal saline 
subsequently. The washing out should be done thoroughly, and, 
whether it produces an improvement or not, is not to be repeated. 
After this the patient should be propped up in bed to favour drainage, 
and should get a subcutaneous injection of normal saline solution 
under the breasts to aid the elimination of the poison, A pint and a 
half may be put under each breast. The injection may be repeated 
every six hours for two or three times. High temperature is to be 
combated by cold sponging. At as early a period as possible in the 
case 20 cc. of antistreptococcus serum (polyvalent) should be injected. 
Subsequently 10 cc. should be given every six hours. The free 
administration of alcohol, Ziv. to 3 vi. in the hour, should be insisted 
on. When the heart is failing strychnine given hypodermically will 
be necessary. 

General anesthesia should, if possible, be avoided in the treatment 
of puerperal lymphatic sepsis. When it is required ether and not 
chloroform should be chosen. Spinal analgesia will probably have a 
useful place in these cases. 


PUERPERAL SEPTIC ENDOMETRITIS.—In this affection the 
lochia becomes more or less purulent. The uterus remains large and 
is usually tender. The temperature is raised to 104° F. (40° C.). The 
pulse is frequent. There is a marked feeling of illness, and rigors 
occur. Pain may become intense as the inflammation spreads through 
the uterine walls to the peritoneum over the uterus and in contact 
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with it. Pain is, on the whole, a favourable sign, as indicating the 
formation of adhesions. The milder cases of puerperal septic endo- 
metritis resemble in their symptoms puerperal saprzemia, but are 
distinguished by the comparative absence of evil odour. The more 
foul smelling the lochial discharge in a case of ‘puerperal fever,’ the 
better the prognosis, 7.¢. the worse the odour the more likely is the 
infection to be a purely saprophytic or putrefactive one (saprzemia) 
rather than a septic one. 

Objection is frequently made to the use of the curette in cases of 
puerperal septic endometritis on the ground that it may open up fresh 
channels of infection. On the other hand, failure to employ the 
curette may allow septic clots or placental débris to remain in the 
uterine cavity, keeping up a condition of ill-health for an indefinite 
time. Hence the best routine practice is to open the campaign by 
thoroughly washing out the uterus with the flushing loop curette, 
using some | in 2000 sublimate solution at the outset and several 
quarts of hot normal saline solution at the finish. A Playfair’s probe, 
thickly dressed with cotton wool and dipped in iodised phenol, should 
be introduced into all parts of the uterine cavity after the uterine 
interior has been well dried out with sterile gauze. The vagina 
should then be plugged with iodoform gauze. This gauze should be 
removed and renewed daily, a 1 in 4000 sublimate vaginal douche 
being given at each dressing. Absolute rest, fluid nourishment, and 
attention to the bowels should be enjoined. Pain may require hot 
stupes or the hypodermic injection of morphia. In all cases quinine 
should be given in as large doses as the patient can tolerate, so as to 
get its effect in stimulating uterine contractions as well as in reducing 
fever. Abscesses may require opening wherever they point or can be 
incised with greatest safety. General septic peritonitis may require 
an abdominal incision and the introduction of a drain, followed by 
keeping the patient in the sitting position (Fowler’s) and allowing 
warm saline to run continuously and very slowly into the rectum. In 
bad cases of puerperal septic endometritis the uterus is sometimes 
removed by vaginal hysterectomy and drainage secured per vaginam. 
The propriety of this is doubtful. It is desirable to give 10 ce. of 
antistreptococcic serum (polyvalent) three or four times a day at the 
commencement of these cases. If it does not appear to be followed 
by good results it should be abandoned in forty-eight hours. 

When an anesthetic is necessary in the treatment of puerperal septic 
endometritis, ether and not chloroform should be used, or spinal 
analgesia should be employed. 


PUERPERAL VENOUS SEPSIS (Pyemia). — The streptococcus 
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pyogenes is the most frequent cause of this condition. It produces first 
a septic endometritis. The clots in the uterine sinuses get filled with 
the microbes. Portions of these infected clots break off and are carried 
into the circulation. Symptoms come on late and follow an apparently 
normal puerperium or a sapreemic infection of the uterus. In this way 
venous sepsis is distinguished from lymphatic sepsis, which shows itself 
within two days of the labour. Like lymphatic sepsis, venous sepsis, 
being caused by the same micro-organism, begins with a rigor and a 
temperature of 104° F. (40° C.) or more. With this there is a rise of 
pulse rate. ‘The temperature falls in a few hours and the patient 
seems quite well. Within twenty-four hours another rigor, with its 
rise of temperature and pulse, comes on. This is usually succeeded by 
others occurring at gradually lessening intervals. Metastatic abscesses 
form in from three to seven days. These abscesses appear in one or 
other of-two situations—superficially or deeply—and thus have a 
certain degree of prognostic value. When they form superficially they 
will be found in the joints or under the skin, and the case will pro- 
bably ultimately recover. When they form deeply, the liver, lungs, 
and brain are apt to be their sites, and the prognosis is very bad. 

As soon as symptoms appear the vagina and uterus should be well 
cleansed with the flushing loop curette, a quart of 1 in 2000 
sublimate solution, followed by three or four quarts of hot normal 
saline solution, being used. A loose packing of iodoform gauze should 
then be placed in the uterus and vagina. This packing should be 
removed and renewed every twenty-fourhours. The patientis to be kept 
lying down and as quiet as possible, lest pulmonary embolism should 
occur. ‘Twenty cc. of antistreptococcus serum (polyvalent) followed 
by 10 cc. every six hours should be given. Nutritious liquid food 
and plenty of alcohol, Ziv. to 3 vi. in the hour, are essential. 

An anesthetic should not be given in the treatment of puerperal 
venous sepsis unless it cannot be dispensed with. Ether and not 
chloroform should be given when anesthesia is necessary. 


PUERPERAL SAPRAMIA (Putrid Endometritis) is poisoning by 
ptomaines generated by putrefactive organisms developing in blood- 
clot or in placental débris in the uterus. It results from admission of 
air to the uterus or vagina during or after the third stage of labour. 
Hence the patient should be turned on her back as soon as the child 
is born, so that air containing the saprophytic organisms may not be 
sucked into the genital canal. 

Prophylactic treatment consists in taking every precaution against 
infection during labour and during the puerperium. When symptoms 
of sapreemia appear the head of the bed should be raised, so as to 
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favour drainage of the uterus and vagina. A purgative should also 
be administered, and, if the third day have passed, the patient should 
be allowed to pass water in the kneeling posture. At the end of 
twelve to twenty-four hours, if there be no improvement, the uterus 
should be carefully and gently washed out with plenty of hot sterile 
saline fluid and a flushing loop curette (Fig. 1). The curetting should 
not be done if there be signs of pelvic abscess or of inflammation 
of the tubes. The slight risks of perforating the uterus or of 
setting up pyzmia in a case of mixed infection are not worth con- 
sidering, seeing that the operation is as a rule attended by such good 
results. Should the temperature not fall and the symptoms soon 
improve after the curetting, the uterus should be washed out by means 
of a large Bozeman’s uterine catheter and hot creolin solution twice 
a day, and, after each washing, the uterine cavity should be plugged 
with iodoform gauze. After curetting these cases the operator should 
warn the patient’s attendants of the possibility of the operation being 
followed by a rigor, so that they may not be unduly alarmed if one 
occurs, as it often does. 

Should puerperal ulcers develop they must be dusted with iodoform 
powder or dressed with iodoform gauze. The vagina should not be 
douched unless the ulcers are within the vagina, lest infection be 
carried up to the uterus. When the ulcers are in the vagina the 
douching must be done at low-water pressure and with very great 
care, lest infective material be carried on into the uterus. After each 
douche the vagina should be packed with iodoform gauze. 3 

The general treatment consists in the free administration of light, 
nutritious, and easily digestible food, of alcohol and of ergot. While 
the temperature is high alcohol should be used according to the 
severity of the symptoms, four to ten or more ounces being given in 
the day. Ergotin in three-grain doses three times a day is useful in 
causing expulsion of clots and secretions from the uterus. Larger 
doses may be given for two or three days at the outset. 


PUERPERIUM (Complications of).— 
Air Embolism. See EMBOLISM, AIR. 


Cystitis. See special article. 
Deciduoma Malignum. See special article. 


Deficiency of Milk. Tonics and good feeding are the only remedies 
we have for this. Gentle breast massage, crabs, shell-fish, and boiled 
fresh beet without vinegar should be recommended. 


Embolism. See EMBOLISM, PULMONARY AND SYSTEMIC. 


Galactorrhea (excessive secretion of milk). If the child is still at 
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the breast it should be weaned. Good diet and bracing sea air should 
be recommended. The bowels are to be kept freely open by such 
medicine as the following: BR Magnes. Sulph. gr. xx., I’erri Sulph. 
gr. iii, Acid. Sulph. Dil. m. x., Aq. Menth. Pip. 31., repeated as often 
as may be required. 

Any abnormal pelvic condition should be treated. 

Locally strapping over cotton wool is useful. Smearing the skin of 
the breast with atropin gr. i. in glycerine 31. does good. 

Ergot and iodide of potash should be prescribed. 


Insanity. See INSANITY, PUERPERAL. 
Mammary Abscess. See MASTITIS. 


Mastitis. See special article. 
Parametritis. See PELVic CELLULITIS. 


Pelvic Joints, Relaxation of the. A strong pelvic bandage must be 
made to fit the patient. It should be of strong canvas and should 
fit accurately, its upper border being at the level of the iliac crests 
and its lower just below the trochanters. It must be capable of being 
laced firmly. The patient can move about with it on. 


Perimetritis. See PELVIC PERITONITIS. 

Peritonitis. See PELVIC PERITONITIS, especially the Septic Post- 
Operative variety. 

Phlebitis. See special article. 

Phlegmasia. See PHLEGMASIA ALBA DOLENS. 

Pulmonary Embolism. See EMBOLISM, PULMONARY AND SYSTEMIC. 

Pyemia. See PUERPERAL VENOUS SEPSIS. 


Retention of Urine is liable to set up Cystitis. The medical atten- 
dant should have the binder undone, and should palpate the lower 
abdomen at each visit for at least three or four days after labour. 
The distended bladder is liable to overflow, and deceive the nurse and 
patient into thinking that urine is being passed frequently. The 
medical attendant must, therefore, satisfy himself in every case that 
the bladder is being emptied. Should retention occur the catheter 
must be passed two or three times in the twenty-four hours with all 
aseptic precautions. The meatus and parts about the vestibule should 
be well swabbed with 1 in 2000 sublimate lotion. The boiled catheter 
should then be taken in the gloved hand and passed by sight. As the 
bladder empties the left hand should press on it above the pubes, and 
the right thumb should close the end of the catheter as it is being 
withdrawn lest air should enter the bladder. 
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Retracted Nipples. See MASTITIS. 
Saprenia. See PUERPERAL SAPRAMIA. 
Septicemia, See PUERPERAL LYMPHATIC SEPSIS. 


Sore Nipples. Preventive treatment is of great importance (see 
Mastitis). When one nipple only is affected the child should be 
taken from it for two days or so, the sound one alone being used. 
The affected nipple should be well bathed with 1 in 2000 sublimate 
lotion three times a day for one day, and then washed with plain 
water and brushed with glycerine of borax with a camel’s hair brush. 
The painting should be repeated several times on the second day. 

If both nipples are only slightly sore an attempt should be made to 
heal them, without taking the baby from the breast, by bathing them 
in sterile water and then painting them with glycerine of borax. 
They should be washed with sterile water before as well as after each 
act of suckling. The child should be given the breasts on alternate 
occasions, so as to lengthen the intervals for each breast as far as 
possible. 

In cases of greater severity the child must be hand-fed for three 
or four days. Meantime the breasts can be relieved by the nurse 
stroking them, so as to get rid of the milk. This, when carefully 
done, causes less interruption of the healing process than the use of a 
breast pump. The nipples should be washed three times a day with 
1 in 2000 sublimate lotion, and dried and painted after each washing 
with tr. benzoin co. See also MASTITIS. 


Tetanus occurring after labour or abortion requires the use of anti- 
tetanus serum in doses of 10 cc. every six hours, to be commenced at 
the earliest possible moment. Nutrition should be carefully attended 
to. Of drugs chloroform is the most useful. 


Thrombosis is a complication which usually comes on between the 
tenth and the fifteenth day. Its treatment is that of PHLEBITIS and 
PHLEGMASIA ALBA DOLENS (which see). 


PUTRID ENDOMETRITIS. See PUERPERAL SAPR/MIA. 


PYOSALPINX.—Should be dealt with by abdominal section, and 
removal of the tube and ovary as described under SALPINGITIS. If 
the tube is much distended, it should be aspirated after the abdomen 
is opened, and before any attempt is made to separate adhesions. 
Frequently the tube and ovary participate in the formation of a 
Tubo-ovarian abscess. Catgut ligatures should be employed in these 
cases. Silk is almost certain to give rise to post-operative trouble. 

As in all cases of chronic inflammation, the patient’s opsonic index 
should be ascertained, and serum treatment resorted to if necessary. 
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RECTOCELE.—(a) Palliative treatment consists .in the use of an 
ordinary rubber or pneumatic ring, but this should only be resorted 
to when there is some potent reason against operation. 

(b) Operative treatment is a combination of perineorrhaphy and 
posterior colporrhaphy. After due preparation and administration of 
the anesthetic, the patient 1s placed in the lithotomy position. A 
fenestrated forceps is placed on the vaginal mucous membrane, high 
up, and one on either side of the lower border of the tumour, so as 
to form the angles of a triangle with its apex above. The included 
mucosa is to be removed with scalpel and forceps, taking care not to 
injure the rectum. When this has been accomplished, flaps are to be 
raised on either side of the vulva, extending as far forwards as may 
be deemed necessary to give a sufficient perineum. The lateral edges 
of the denuded area should be approximated by catgut sutures, and 
the vulvar flaps with which they are continuous also united in a 
vertical median raphé. ‘The condition of the parts is now similar to 
that resulting from the formation of the flaps in Lawson Tait’s ‘flap 
splitting’ operation, and deep silkworm-gut stitches, two or three in 
number, should be inserted, so as to bring together the raw lateral 
surfaces and form the new perineum. ‘These stitches should just 
enter and emerge on the raw surface internal to the skin. They may 
require to be supplemented by a few buried catgut sutures, so as to 
obliterate ‘dead spaces.’ The after-treatment consists in rest in bed 
for three weeks ; cleanliness and frequent renewal of dressings; and 
keeping the bowels free from the very first by laxatives. No enemata 
should be given. In cases complicated by prolapse or retroversion, 
a ventro-fixation or ventro-suspension should follow the above opera- 
tion. (See HYSTEROPEXY and UTERUS, SUSPENSION OF THE.) 


RECTO-VAGINAL FISTULA.—The patient having been prepared 
and aneesthetised, is placed in the lithotomy position. An anterior 
Simon’s speculum is passed and given to an assistant. The vaginal 
mucosa at two opposite ends of the fistula is caught in _bullet- 
forceps vulsella (Fig. 6) and drawn into reach as much as possible. 
With scalpel and toothed dissecting forceps a circular incision is 
made round the fistula one-eighth of an inch (3 mm.) from its 
edge, and the vaginal mucous membrane outside the incision is raised 
for about a quarter of an inch (6 mm.) all round to form a flap. A 
continuous catgut suture placed in the outer edge of the encircling 
ring of vaginal mucosa closes the fistula, and turns its edges towards 
the lumen of the bowel. Over this the raised flaps are united by 
interrupted silkworm-gut stitches so placed as to get as much raw 
surface in apposition as possible. (See Figs. 89, 90, and 91.) The 
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sterilised gauze dressing in the vagina should be changed daily. The 
bowels must be kept relaxed from the outset by medicine. Enemata 
must on no account be given. Three weeks in bed will be required. 
This plan is serviceable in the case of fistulae above the sphincter area. 

When, however, the fistula is low down within the sphincter region, 
the best procedure is to divide all tissue below the sphincter, thus 
converting the case into one of complete laceration of the perineum 
through the sphincter. The treatment is now the same as for com- 
plete perineal laceration, the margins of the fistula being split into 
rectal and vaginal flaps, and the operation completed as described 
under PERINEUM (LACERATED). 


RETROFLEXION OF UTERUS. See UTERUS (RETROFLEXION OF). 
RETAINED PLACENTA. See PLACENTA, RETAINED. 
RETROVERSION OF UTERUS. See UTERUS (RETROVERSION OF). 


RETROVERTED GRAVID UTERUS. See UTERUS (RETROVERTED 
GRAVID, INCARCERATION OF THE). 


SALPINGITIS.—I. Acute Salpingitis necessitates absolute rest in 
bed and the use of the bedpan for evacuations of bladder and bowel, 
so long as symptoms are at all marked. The patient should have three 
prolonged hot iodine douches (31. of the tincture of iodine to a quart 
of water at 114° F. to 120° F.) in the day, get a dose of effervescing 
sulphate of magnesia before food in the morning, and receive a hypo- 
dermic injection of morphia when necessary. Hot poultices over the 
abdomen give great comfort and should be employed in all cases. 
When the pain is severe the poultices should be sprinkled with 
laudanum or smeared with equal parts of extract of belladonna and 
glycerine. 

Should signs and symptoms of acute general peritonitis set in, the 
abdomen should at once be opened, the diseased tube removed, and a 
drainage tube left in (see under PELVIC PERITONITIS). When, however, 
the general peritonitis has got eight to twelve hours’ start, operation is 
useless. If, in the course of an attack, indications of an abscess pointing 
over the abdomen or into the vagina appear, an incision should be 
made into the part where fluctuation is most evident. (For treatment 
of the abscess cavity see under PELVIC ABSCESS.) 

II. Chronic Salpingitis will require palliative or radical measures 
according to the urgency of the symptoms. A large number of 
patients suffer comparatively little so long as they are moderately 
careful. For such, palliative measures are suitable and include: 
Avoidance of much physical strain, such as is involved in dancing, 
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riding, tennis, golf, etc.; avoidance of much sexual intercourse ; 
attention to the bowels; and rest during the menstrual periods. At 
times when pain or discomfort are marked complete rest, 10 per cent. 
ichthyol in glycerine tampons nightly, prolonged hot iodine douches 
(31. of the tincture to a quart of water at 114° to 120° F.) three times 
a day, and ichthyol gr. v. in pill thrice daily will bring about a sub- 
stantial improvement in from four to eight weeks. This should be 
followed by the administration of iodide of potash and the inunction 
of the vaginal fornices with unguent. hydrarg. The inunctions 
should be done twice a week. Under the prolonged use of iodides 
and mercurial ointment some cases get apparently quite well. Some 
form of iron is usually required from time to time in these cases, the 
preparation which suits the majority being ferri et ammon. cit. with 
dec. aloes co. 

Serum treatment, controlled by observations of the opsonic index, 
should not be neglected. (See Part 11.—MeEpDIcINE. A. HE. Wright's 
Opsonic Method.) 

Radical treatment should be reserved for those cases whose lives 
are a misery from constant suffering, and who are unable to attend to 
the ordinary duties of life. The patient is prepared for abdominal 
section, anzesthetised, and placed in the Trendelenburg position. The 
abdomen is opened in the middle line, the pelvis well isolated 
by large gauze pads, and the tubes separated by the fingers and 
raised. In doing this much help may be got from a sponge- 
holding forceps placed upon the uterine end of the tube. When the 
tube has been freed from adhesions its attachment to the broad liga- 
ment 1s secured by two or three catgut ligatures, and the tube is 
separated up to the uterine cornu. Here a V-shaped incision is made 
so as to remove the tube and a wedge from the cornu, and the two 
flaps forming the V are united by a few points of catgut suture intro- 
duced by round needles. The abdomen is then wiped out and closed. 
The after-treatment is the same as after any abdominal section. 

Complications may exist. The ovary may be diseased and require 
removal with the tube as in OOPHORECTOMY (which see). Pus may 
escape during the operation. It should be mopped up with dry gauze 
pads. Then a stream of saline fluid should be turned into the pelvis 
so as to thoroughly wash it out, and a drainage tube should be intro- 
duced. Where adhesions are extensive and a great raw surface is 
left upon which pus has escaped, a drainage tube should be inserted as 
above, but in addition the whole contaminated surface should be 
covered by the end of a large piece of sterilised gauze spread over it, 
so as to keep small intestine from coming in contact with the denuded 
area. The portion of gauze leading from the pelvis to the wound 
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should be rolled in boiled waterproof cambric or other smooth water- 
proof material. This prevents the gauze from clinging to the intes- 
tine, omentum, or parietal wound, and greatly facilitates its removal. 
The gauze need not be removed for from five to seven days. When 
separation of adhesions has produced much hemorrhage from the 
broad ligaments on both sides, removal of the ovaries, tubes, and uterus 
will be called for. When the uterus is much enlarged or the subject 
of much endometritis, and both ovaries and tubes have to be sacri- 
ficed, the uterus should be removed as well. (See HYSTERECTOMY, 
ABDOMINAL. ) 


SALPINGITIS (Tubercular).— Both the ovaries and tubes should 
be removed, provided that there is no evidence of tubercle in any other 
part of the body. The tube is often greatly distended with pus, and 
then it should be aspirated before separation of adhesions is begun. 
Great care should be exercised in dealing with adhesions, because the 
disease has often so involved the walls of the bowel that they tear 
very readily. 

After operation the patient should be advised to lead an open-air 
life and keep up her general health. At the same time her opsonic 
index should be taken, and, if desirable, a course of tuberculin (vaccine) 
injections should be commenced. ‘These should be continued as long 
as the opsonic index indicates that they are likely to do good. (See 
Part 11.—MeEpIcINE. A. E. Wright’s Opsonic Method.) 


SAPRAIMIA. Sce PUERPERAL SAPR4MIA. 


SEPSIS OF THE UTERUS, LYMPHATIC. See Uterus (LymM- 
PHATIC SEPSIS OF THE), and PUERPERAL LYMPHATIC SEPSIS. 


SHOULDER IMPACTED. See CLEIDOTOMY and TRANSVERSE 
PRESENTATIONS. 


STERILITY.—The question of the treatment of sterility is such a 
complex one that its discussion necessitates an enumeration of all the 
causes and a reference to the treatment for each. 

I. Sterility may be the result of some condition of disease or 
abnormality on the part of the man. Consequently, when it is 
possible to do so without exciting the wife’s suspicions, the husband’s 
capacity should be ascertained by an interview with himself. 

II. Sterility in the woman may be caused by :— 

1. Age. The chances of childbearing are remote after forty. 

2. Ovarian deficiency. ‘The ovaries may be undeveloped or may 
have atrophied, and the state is then beyond remedy. Ovarian 
tumours may cause sterility, and their removal by a conservative 
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operation leaving some ovarian tissue has often been followed by con- 
ception. 

3. Uterine deficiency. Incomplete development or atrophy of the 
uterus cannot be overcome. 

4. Incomplete sexual intercourse due to narrow vagina or rigid hymen 
can be easily put right by treatment described under VAGINISMUS. 

5. Mechanical obstacles to impregnation may take the form of atresia of 
the vagina, uterus, or Fallopian tubes, and can in some cases be made 
right by operation. The vagina or uterus may be opened up from 
below, and the tube may be reached through the abdominal wall. 
Another cause under this head is a forward direction of the cervix 
hindering the ready entrance of the spermatozoa. This can be 
remedied by pessary or operation. Polypi or tumours in the vaginal 
or uterine canals may be a cause capable of removal. 

6. Unhealthy discharges such as occur in gonorrhea, endometritis, 
and adenoma of the cervix, as well as strong antiseptic, and frequent 
simple vaginal douches, tend to kill the spermatozoa, and prevent 
conception. The treatment consists in removing the cause. 

7. Conditions which cause abortion. Endometritis, lacerated cervix, 
acute flexions of the uterus, syphilis, and renal disease require suitable 
treatment. 

When the cause is not obvious, a patient investigation should be 
made before treatment is undertaken. The conditions of intercourse 
should be ascertained, the position of the vulvar orifice in regard to the 
symphysis pubis should be noted, and advice as to the use of pillows 
and the position to be assumed should be given. 


STILL-BIRTH (Asphyxia Neonatorum).—When a child is still-born 
we aim at doing two things, viz. (1) Clearing the air passages ; and 
(2) getting air into the lungs. 

1. Clearance of the air passages is effected by wiping all mucus from 
the mouth and pharynx by means of a piece of gauze on the finger. 
This can be most thoroughly done by placing the child on its back 
with its head hanging over the edge of the bed. Fluids will then 
gravitate into the posterior nares. If a handkerchief be now placed 
over the mouth and nose, the accoucheur can apply his lips to the child’s 
and blow the mucus gently out through the nostrils into the handker- 
chief. If after this attempt to clear the air passages air be still 
entering with difficulty, a No. 8 gum-elastic catheter should be passed 
through the glottis for a distance of 34 inches (8°75 cm.) from the 
child’s lips. By suction with his mouth the operator can remove some 
of the mucus, or by blowing through the catheter he can blow out all 
mucus lodged above the bifurcation of the trachea. 
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2. The introduction of air into the lungs is effected by artificial respira- 
tion. This is best done by Schiiltze’s Method. ‘The navel-string being 
tied, the child is seized with both hands by the shoulders in such a 
way that both thumbs lie on the anterior wall of the thorax, both 
index fingers extend from behind the shoulders into the axillae, and 
the other three fingers of both hands le obliquely along the posterior 
wall of the thorax. The head is prevented from falling by the support 
of the ulnar sides of the two hands. The operator stands with some- 
what separated legs, and bends slightly forward, holding the child, as 
above described, at arm’s-length, hanging perpendicularly. (First 
position, inspiratory.) (Fig. 65.) Without pausing, he swings the child 
upward from this hanging position at arm’s-length. When the opera- 
tor’s arms have gone slightly beyond the horizontal, they hold the 
child so delicately that it is not violently hurled over, but sinks slowly 
forward and forcibly compresses the abdomen by the weight of its 
pelvic end. (List movement, expiratory.) 

‘At this moment the whole weight of the child rests on the operator’s 
thumbs lying on the thorax. (Second position, expiratory.) (Fig. 66.) Any 
compression of the thorax by the hands of the operator must be care- 
fully avoided. The body of the child rests during the first position with 
the floor of the axillae on the index fingers of the operator exclusively, 
and no compression should be exercised on the thorax in spite of the 
support of the hands to the head, nor should the thumbs compress the 
thorax in front. When the child is swung upward, the spinal column 
should not bend in the thoracic, but only in the lumbar region, and 
the thumbs should not at this time strongly press the thorax, but 
should only support the body as it sinks slowly forward. The raising 
of the body as far as the horizontal should be effected by a powerful 
swing of the operator’s arms from the shoulders, but from that point 
the arms should be raised more and more slowly, and by means of a 
delicately adjusted movement of the elbow-joints and scapulae on the 
thorax, the pelvis of the child should fall gradually over. By this 
gradual falling of the child’s pelvis over the belly, considerable 
pressure of the thoracic viscera is exercised, both against the diaphragm 
and the whole thoracic wall. At this point the inspired fluids often 
pour copiously from the respiratory openings. After the child has 
slowly but completely sunk over, the operator again lowers his arms 
between his separated legs. The child’s body is thereby extended 
with some impetus; the thorax, released from all pressure (the 
operator’s thumbs lying now quite loosely on the anterior wall of the 
chest), expands by means of its elasticity, but the weight of the body, 
hanging as it does on the index fingers by the upper limbs, and thus 
fixing the sternal ends of the ribs, is brought into use for the elevation 
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of the ribs with considerable impetus; moreover, the diaphragm 
descends by virtue of the impulse which is communicated to the 
abdominal contents. (Second movement, inspiratory. ) 

‘After a pause of a few seconds in the first inspiratory position, the 
child is again swung upward into the previous position (second position, 
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Fia. 65,—SCHULTZE’S METHOD OF PERFORMING ARTIFICIAL RESPIRATION IN 
ASPHYXIA NEONATORUM—FIRST POSITION, 


expiratory), and while it sinks slowly forward it brings its whole weight 
to bear on the thumbs, which rest on the anterior thoracic wall, 
and mechanical expiration again ensues. The proceeding is repeated 
eight or ten times a minute, but more slowly when the inspired fluids 


flow from the mouth and nose.’ 
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Mouth to mouth inflation of the child’s lungs is useless, and bleeding 
from the untied cord is harmful. The hot bath is useful, and should 
be ready in all cases in which there is reason to fear that the child 
may be born asphyxiated. 


There are two kinds of asphyxia, the ‘ white’ (asphyxia pallida) and 


Fic, 66.—ScHULTZH’s METHOD OF PERFORMING ARTIFICIAL RESPIRATION IN 
ASPHYXIA NEONATORUM—SECOND POSITION, 


the ‘blue’ (asphyxia liwida). The following is the routine to be 
practised under these conditions. 

1. When ‘white asphyxia’ occurs the cord has ceased to pulsate. 
The operator (1) ties and cuts the cord ; (2) holds the infant up by the 
feet and rapidly clears the mucus and fluid from the air passages ; 
(3) places the child in a warm bath at 100° F. (37-7° C.); (4) sucks out 
the trachea through a catheter while it is in the bath ; (5) removes it 
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from the bath and dries it rapidly with a warm soft towel; and 
(6) performs Schiiltze’s method of artificial respiration half a dozen 
times. 

He now returns the child to the warm bath for a few minutes and 
again sucks out the trachea while it is in the bath. Again he dries 
the child and practises Schiiltze’s method. This programme is to be 
repeated over and over again until the heart has ceased to beat or the 
child has passed into the state of ‘blue asphyxia,’ when the treatment 
will be as for that condition. After the first or second trial of 
Schiiltze’s method an additional item should be included in the pro- 
gramme, viz. Umbilical Saline Transfusion. The ligature should be 
removed from the cord, the canula inserted into the umbilical vein, 
and about one ounce (30 ccs.) of sterile normal saline solution run in. 
When the canula has been removed the cord should be retied. 

2. When the child is born in ‘blue asphyxia’ the cord should not 
be tied till it has stopped pulsating. While waiting for it to do so 
the child is to be held up by the feet and the mucus and fluid cleared 
from the air passages by gauze on the finger and, if necessary, suction 
through a catheter. The steps are as follows: (1) clear the air 
passages ; (2) dash cold water on the child’s face ; (3) tie and cut the 
cord when it has ceased to beat; (4) place the child in a warm bath ; 
(5) plunge it for a moment in a cold bath, and then dry it rapidly ; 
and (6) perform Schiiltze’s method of artificial respiration. Repeat the 
hot bath and aspiration of the trachea, the cold bath and drying, and 
the Schiiltze’s manceuvres until the child begins to breathe well. The 
child is then to be placed on its back on a warm blanket on the nurse’s 
knee before the fire. She dips her finger in whisky and rubs it on the 
child’s gums. Then she rolls it half over on to its face, compressing 
the chest with her hand as she does so, causing expiration, and at 
once draws it back again on to its back by pulling gently on its 
uppermost arm and taking all pressure off the chest, causing inspira- 
tion. 

The infant in ‘white asphyxia’ should have its cord tied at once 
and should not have a cold bath. The infant in ‘blue asphyxia’ 
should not have its cord tied till pulsation has ceased and should have 
a cold bath. 

The outlook in ‘white asphyxia’ is much less hopeful than in the 
‘blue’ variety, and the child requires more careful handling. ‘White 
asphyxia’ is often a sign of damage to the child’s nervous centres. 


SUBINVOLUTION OF UTERUS. See UTERUS (SUBINVOLUTION OF). 


SUPERINVOLUTION OF UTERUS. Sce UTERUS (SUPERINVOLU- 
TION OF). 
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SUSPENSION OF UTERUS. Sce UTERUS (SUSPENSION OF THE). 


SUTURES.—Sutures which are to be subsequently removed should 
always be of silkworm gut. The threads should be boiled for half 
an hour before use. This can always be done in hospital, but in 
private practice it is more convenient to boil them for half an hour in 
1 in 500 sublimate solution, and preserve them in the solution in 
which they have been boiled in a sterile, wide-mouthed, glass-stoppered 
bottle, from which they can be removed, when wanted, with sterile 
forceps. 

Buried sutures should always be of boiled formalin catgut. (See 
LIGATURES. ) 


SYMPHYSIOTOMY.—Symphysiotomy is the term applied to the 
operation of dividing the ligaments of the symphysis pubis, so as. to 
allow of separation of the innominate bones and increase in all the 
diameters of the pelvis. It may be performed in contracted pelvis 
when the true conjugate is from 2? to 3} inches (7 to 8 cm.) in length. 
An increase of three-fifths of an inch (1°5 cm.) in the true conjugate 
may be obtained. The writer does not approve of or recommend 
the operation, on account of the danger of leaving the patient in a 
crippled condition after it. Four assistants are needed : one to give the 
aneesthetic, one to assist the operator, and two to prevent the pubic 
bones from springing too far apart when the symphysis is divided. 
At the end of the first stage of labour an incision, from half an inch 
above the symphysis to the clitoris, is to be made through the skin 
and fat. The aponeurosis of the recti muscles is then to be divided 
to a sufficient extent to admit of the finger being passed down behind 
the symphysis. It is now very important to thoroughly separate the 
bladder and adjacent structures from the pubic bones for a distance 
of two inches on each side, so as to prevent tearing of the urethra 
and other parts when the bones separate. This having been done, 
the ligaments are to be divided from above downwards, and from 
behind forwards, while the assistants use every effort to prevent 
the bones from springing suddenly apart. The child is now to be 
extracted by forceps or version. When delivery has been completed, 
a piece of boiled gauze is to be pushed in between the separated bones 
until it lies behind them, so as to prevent the soft tissues from being 
included between the bones when they are approximated. One end 
of the gauze is brought out through the upper and the other through 
the lower angle of the wound. ‘The assistants now press the bones 
forcibly together, and the operator inserts a set of deep stitches of 
boiled twenty-one day catgut through the deep tissues and periosteum. 
As soon as these have been tied, the skin and subcutaneous tissues 
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are to be united by silkworm-gut stitches, and the gauze is to be 
withdrawn. A sterilised dressing and a firm binder are then applied. 
The patient should remain upon her back on a hard bed for four 
weeks. The stitches may be removed in three weeks. For three 
weeks the catheter should be used. The dressing and binder will 
require frequent changing. When the patient gets up she must 
wear a pelvic binder of leather, made to fit her accurately. This 
should not be discarded for at least a year. 

There are certain risks connected with the operation which greatly 
detract from its value. ‘The urethra or bladder or both may be torn. 
There may be lacerations about the clitoris, which may give rise 
to troublesome hemorrhage. The sacro-iliac joints may be much 
damaged, or even ruptured. The pubic symphysis may fail to unite, 
and thus leave the woman unable to walk properly. 


TRANSVERSE PRESENTATIONS.—A _ transverse presentation 
must be treated as soon as it is recognised. The method to be 
adopted will depend on the circumstances of the case, and may be— 

1. Internal or bipolar podalic version. 
2. Postural treatment. 

3. External cephalic version. 

4. Embryotomy. 


1. Internal Podalic Version is the method which suits the majority 
of cases best. It is inadmissible when the uterus is well retracted 
round the child owing to rupture of the membranes and the escape of 
the liquor amnii, because the attempt to perform it is very likely to be 
followed by rupture of the uterus. It cannot be tried in neglected 
shoulder presentations where a considerable portion of the child has 
been expelled out of the uterus, or where the contraction ring is more 
than 24 inches (6:25 cm.) above the symphysis. It may be impossible 
to perform it when the pains have been strong and the child has 
been driven into the pelvis. Under other circumstances than these 
it is a method of treatment which can be relied upon. When the 
leg has been brought down into the vagina, it should be left there, 
and natural efforts trusted to to complete the delivery, unless some 
complication makes immediate delivery imperative. (For method 
see VERSION. ) 


2. Postural Treatment is applicable to a small number of cases in 
which there is slight obliquity of the child. It requires no rupture of 
the membranes and no prolapse of the limb to have taken place. Its 
success depends on the fact that when the patient lies on her side the 
fundus falls over to that side from the influence of gravity and carries 
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with it, that pole of the child which it contains, thereby causing a 
corresponding elevation of the opposite pole. ‘Thus, if the head be in 
one iliac fossa and the patient he on that side, the breech will fall over 
to the same side and the head will rise towards the opposite side. 


3. Hauternal Cephalic Version can only be done under the same con- 
ditions as are needed for the postural method, i.e. the membranes 
intact and the arm not prolapsed through the os. It is useful when 
the obliquity of the child is too great for postural treatment, and is 
only applicable to a few cases. It often fails, but should always be 
given a trial, as, if it succeeds, it gives the child a better chance of 
life. It is of no use unless the patient is in labour, for, without the 
pains, the head will not fix.. The child is to be turned by external 
version until the head is over the brim ; the membranes are then to be 
ruptured and the head held in position until it is fixed. A tight 
binder should be applied to keep it in place. (See VERSION.) 


4. Embryotomy is indicated when neglect of a shoulder presentation 
renders Podalic Version unwise, or difficult, or impossible, owing to 
the condition of the uterus, or to the child having been driven too far 
down into the pelvis, or when the child is dead and the mother’s 
safety is the only consideration. When the neck can be reached, 
decapitation is the operation to be adopted (see DECAPITATION). Ii 
the neck cannot be reached, the best plan is to eviscerate. (See 
EVISCERATION. ) 


TUBAL PREGNANCY.— When a patient, who has been previously 
regular, misses a period and seeks advice on account of acute pelvic 
pain, and, on examination, is found to have a tubal tumour, the pre- 
sumption is strongly in favour of tubal pregnancy, and she should be 
advised to undergo an operation at once, rather than by waiting run 
the risk of rupture or tubal abortion. 

When a patient who suspects that she is pregnant is seized with 
sudden abdominal pain, or a feeling of something having given way, 
and shows signs of internal hemorrhage, a vaginal examination 
should be made. If the uterus presents no signs of abortion, and a 
vague fulness is felt in the pouch of Douglas, or a distinct tumour is 
found on one side of the uterus, rupture of a tubal pregnancy or tubal 
abortion may be suspected. 

In cases of extra-peritoneal (intra-ligamentary) rupture the tumour 
remains defined, and in left-sided cases the effused blood forms a 
sort of collar round the rectum, into which the exploring finger can 
be readily introduced. In cases of intra-peritoneal rupture, or of tubal 
abortion, the effused blood will form a vague fullness in the pouch of 
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Douglas, or produce dullness on percussion in one of the flanks, usually 
that of the side on which the pregnancy has occurred. Under such 
circumstances the patient should receive a saline injection under the 
breast, and a hypodermic of ;4, grain of strychnine if she shows signs 
of having lost much blood. As soon as possible the abdomen should 
be opened, the vessels ligatured, the tube removed, and the blood 
washed out of the peritoneal cavity with several gallons of saline 
solution. 

Frequently the hemorrhage which occurs at a tubal abortion or 
the primary rupture of a tube is not so severe as to cause alarming 
symptoms, and the patient continues to regard herself as being 
pregnant, but suffers from irregular uterine hemorrhages and from 
symptoms of recurrent slight internal hemorrhages. Under such 
circumstances the abdomen should be at once opened, the tube 
removed, and the blood washed out. Less often rupture takes place 
into the broad ligament, and the fcetus continues to grow and may go 
on to full term, or successive small hemorrhages may take place into 
the broad ligament, the foetus being dead. Here abdominal section, 
incision of the broad ligament and removal of the foetus or blood-clot, 
followed by stitching of the edges of the broad ligament to the wound 
and drainage of the cavity, is the course to be pursued. Until the 
fourth month complete removal of fcetus, blood-clot, placenta, tube, 
and ovary can be accomplished. After the fourth month the gestation 
sac should be incised, the foetus removed, the walls of the sac stitched 
in the abdominal wound, and the cavity of the sac drained. The 
placenta should be removed when possible. When it is above the 
foetus it can mostly be removed. When the fcetus has been dead for 
some time the placenta can be safely separated. When it lies below 
the foetus it must be left and the cavity in which it lies drained. The 
risks attendant upon operations in the later months are so great as to 
render it imperative for the practitioner to advise the removal of any 
tumour which he may suspect to be a tubal gestation as soon as he is 
aware of its existence. 

Tubal pregnancy may recur in the same patient on the same or 
opposite side; pregnancies of different dates may be present in both 
tubes ; and uterine and tubal pregnancies may co-exist. Such cases are 
to be treated on the above principles, the tubal gestation being as soon 
as possible removed. 

When a tubal gestation has suppurated its treatment will be that of 
a PELVIC ABSCESS (which see). 


TUBERCLE OF UTERUS. See UTERUS. 
TUBERCULAR SALPINGITIS. See SALPINGITIS (TUBERCULAR). 
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TUBO-OVARIAN ABSCESS. See PYOSALPINX. 


TWINS.—Having ascertained that the first child is presenting 
naturally, there is nothing to be done but to wait for its expulsion by 
the pains. After it has been born, the second should be carefully 
palpated, as it may lie transversely. If it does the presentation is to be 
corrected as described under TRANSVERSE PRESENTATIONS (which see). 
If it requires no interference an interval of half an hour should be 
allowed to elapse, and then, if the membranes have not burst spontane- 
ously, they are to be ruptured in all cases, otherwise the second child 
might remain in utero for an indefinite period—hours, or even days. 
By waiting for half an hour after the birth of the first child the 
uterus gets time to regain its tone, and the danger of post-partum 
hemorrhage is thereby lessened. 

Certain complications may occur in twin deliveries. 

The chief are :— 

1. Two heads presenting together. This prevents rotation from 
taking place, and requires interference. One head should be pushed 
up and the other allowed to descend, if it will. Should it fail to do 
so, the forceps should be applied to it. If it cannot be extracted by 
the forceps, perforation may be necessary. 

2. Head of the second jammed against the neck of the first. This 
prevents any further descent and necessitates the use of the forceps. 
They should be applied to the first head after the second has been 
pushed up, and should be at once used to extract the first child. 

3. When the first child presents by the breech and is partially born, 
the second, presenting by the head, may enter the pelvis in such a way 
that its chin becomes locked under the chin of the first. The follow- 
ing procedures are to be tried in succession: (1) Try to push up the 
second head, and then deliver the after-coming head of the first child. 
(2) If this fails, put the forceps on the second head and deliver it past 
the body of the first. (3) If this cannot be done, or if the first child 
be dead, it should be decapitated and its head pushed back, and the 
second child extracted by forceps. In these cases, whenever decapita- 
tion or perforation is necessary, the first child should be chosen, as it 
is probably dead. | 

4. The cords may be entangled. If so, the cord of the second child 
may be pulled down during the birth of the first and the circulation 
through it obstructed. In order to avoid this the first cord should 
never be pulled upon. 

After the birth of twins there is always danger of uterine inertia 
followed by post-partum hemorrhage. The accoucheur should, there- 
fore, be prepared for such a complication. 
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UMBILICAL CORD (Prolapse of the).—When a cord is found to 
be prolapsed, our first thought is whether the child is still alive. Hf 
pulsation in the cord has ceased and the fcetal heart cannot be heard, 
we may conclude that the child is dead and that interference will be 
useless. If the cord still pulsates, or if the foetal heart can be heard, 
then an attempt must be made to preserve the child’s life. This 
attempt may take the form of reposition of the cord ; podalic version ; 
or immediate delivery, according to circumstances. 

1. When the os is small the patient should be placed in the Tren- 
delenburg position by means of a chair in the bed, covered with 
pillows. A vaginal examination should be made while she is in this 
position to see whether the cord has gone up. If it has, the mem- 
branes should, if necessary, be ruptured, and the head pressed down 
into the brim and held until the pains fix it there. An abdominal 
binder may now be put on and the case left to nature. | 

Should the cord not go back, it will have to be replaced by catheter 
in the following way. A No. 12 gum-elastic catheter and a piece of 
twine with its ends knotted together should be boiled. A loop of the 
twine is now to be pushed into the eye of the catheter and the stylet 
put through it. The loop of twine hanging from the eye of the 
catheter is to be put round the loop of prolapsed cord, and thrown 
over the end of the catheter (Fig. 67). The catheter is then passed 
up into the uterus until the cord is above the presenting part. The 
latter is now to be pressed down into the brim, and held there while 
the catheter is slowly withdrawn. So long as the catheter is being 
pushed up, the loop of twine cannot slip off the top of it; but, as 
soon as we commence to withdraw it, the loop slips over the top, and 
the cord is set free. 

In many cases of incomplete dilatation of the cervix, as soon as the 
cord has been replaced and the membranes ruptured, a Champetier de 
Ribes’ bag (Fig. 4) should be put in and left until dilatation is complete. 
This should always be done when the presenting part does not keep 
the cord up. The Champetier de Ribes’ bag will prevent the cord 
from coming down through the os until the cervix is wide enough 
to allow of delivery taking place. 

2. When the cervix is sufficiently wide to admit the hand, the 
patient should be put under an anesthetic. The hand should be 
introduced into the vagina and the cord grasped by it and carried up 
into the uterus and hung on a limb of the child. The presenting part 
should then be pushed down into the brim and kept there by the 
hand on the abdomen or by a tight abdominal binder until it becomes 
fixed by the pains. 

Unfortunately the reposition of the cord in this way will fail in a 
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large proportion of cases, and we have to choose between podalic 
version and immediate delivery. We are guided in our selection of 
a method by the amount of dilatation of the cervix. If the cervix 
is not thoroughly dilated version should be performed, the cord being 
at the same time kept up until the leg has been brought down to 
fill up the cervical canal. In doing this it is worth while to push the 
child’s head in the direction of its abdomen, instead of towards its 
back, as we usually do. We thus carry the cord as far as possible 
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Fic. 67.—METHOD OF REPLACING THE PROLAPSED UMBILICAL CORD BY MEANS 
OF A STRING ATTACHED TO A GUM-ELASTIC CATHETER. 


from the cervix, and prevent the tendency for more of it to prolapse. 
After podalic version has been performed, the further management 
of the case is the same as in a breech presentation. In a case in 
which version has been performed, or in a breech case in which 
the cord has prolapsed and cannot be kept up by pulling down 
the leg to fill the os, the cord should be carefully watched, and delivery 
should be expedited if the pulsations in it cease. 

3. If the cervix be thoroughly dilated in a case of head presenta- 
tion with prolapse of the cord, the use of the forceps affords the most 
prompt and satisfactory means of delivery. The forceps should not, 
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however, be resorted to unless the dilatation be complete, turning 
being then the best procedure. The cervix is liable to be lacerated by 
attempts to deliver through an imperfectly dilated os. 


URETERO-VAGINAL FISTULA.—Uretero-vaginal fistulae often 
close spontaneously. When operation is required it should be done 
by the flap-splitting method in the manner described at length under 
VESICO-VAGINAL FISTULA (which see). At times a uretero-vaginal 
fistula complicates a vesico-vaginal one, and in operating care should 
be taken to turn the proximal end of the ureter into the bladder when 
repairing the vesico-vaginal rent. If the fistula cannot be closed, the 
only way of affording relief is by opening the abdomen and implant- 
ing the ureter above the fistula into the bladder. When this is 
impossible the kidney may have to be removed. 


URETHRAL CARUNCLE.—A caruncle which is giving rise to no 
symptoms should not be interfered with, lest a painless condition be 
converted into a troublesome one. When symptoms do exist the 
caruncle should be excised. The instruments required are: Sims’ 
speculum, toothed dissecting forceps, sharp-pointed scissors, curved 
needles armed with catgut, needle-holder, and catheter. The patient, 
having been previously washed and prepared, is anesthetised and 
placed in the lithotomy position. The vagina and vulva should then be 
well douched with 1 in 2000 sublimate solution. When the caruncle 
has been well exposed by means of Sims’ speculum and separation of 
the labia, it is to be grasped and drawn down by means of the 
toothed dissecting forceps. Removal should now be effected by 
shipping out a wide piece of tissue including the base of the caruncle, 
the scissors being directed well up the urethral canalin such a way as 
to separate the mucous and submucous tissue of the urethra from 
the anterior vaginal wall as high as practicable, and remove as much 
of the floor of the urethra and as little of the vagina as possible 
(Fig. 66). The object is to excise as much of the Skene’s glands as 
can be reasonably done. The incision is then stitched with catgut, 
and hemorrhage in that way controlled. Finally a dressing of steri- 
lised gauze is applied. The patient remains in bed for ten days, the 
catheter being resorted to only if its use cannot be avoided. Should 
the catheter be required, it must be boiled before use, and the urethral 
meatus well irrigated with 1 in 2000 sublimate solution previous to 
its introduction. 

These growths are prone to recur. The patient should be inspected 
once a month for six months after operation, and, if any red points 
appear about the urethral meatus, they should be swabbed with a 
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10 per cent. cocaine solution, and then freely touched with fuming 
nitric acid on a pointed stick, the tissues around the meatus having 
been previously smeared with vaseline. A glass rod should not be 
used for the application of nitric acid. 

The use of Paquelin’s cautery, or the electric cautery, does not give 
very satisfactory results as regards permanent cure. 


Fic. 68.—OPERATION FOR URETHRAL CARUNCLE, SHOWING SUTURES IN PLACE. 


UTERINE DISEASE (Prevention of).—In no class of disease is 
prophylaxis of greater importance than in uterine affections. The 
far-reaching influence they have upon the patient’s after-life, and the 
obstinacy with which they resist our attempts to cure them, make it 
imperative upon every mother of daughters and every family doctor 
to guard against their onset. Precautions should commence in child- 
hood. From her earliest years the girl should be taught the value 
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of the regular warm or tepid bath, and of garments which will protect 
her vulvar regions from dust and cold. During the diseases of infancy 
and childhood a sharp look-out should be kept for the appearance of 
vulvitis or vaginitis when the health is low, and remedial measures 
should at once be adopted. With the onset of menstruation the girl 
should be trained to take particular care of herself during the menstrual 
week. Avoidance of chill, fatigue, boisterous games, cycling, dancing, 
horse-exercise, sea-bathing, etc., should be insisted on, and, where the 
menstrual period is accompanied by pain, rest in the recumbent 
position and warmth should be the routine practice. School-girls 
should receive special consideration at their menstrual epochs both 
from parents and teachers. It is the duty of the mother to see that 
her daughter uses a proper diaper, and changes it sufficiently often 
during her menstrual week. At the conclusion of each period the 
warm bath should be taken under the mother’s superintendence. 
Later in life adequate rest after labours and abortions should be more 
strongly insisted on than it is. The importance of care as to the 
cleanliness of the surgeon’s hands and instruments, as well as of the 
vaginal and uterine canals, is so well recognised at the present time 
as to merely require mention. The treatment of cases of labour and 
abortion, however, still leaves room for improvement. One cardinal 
principle is too often forgotten in the treatment of abortions and 
difficult labours, and that is that, when the uterine cavity has once 
been entered by hand or instrument, it should never be left until 
quite cleared out. Failure in this respect is not infrequent, and is 
to some extent to be attributed to an antiquated error which has 
been handed down through the generations by the writers of obstetric 
textbooks, viz. the classical description of clearing out an aborting 
uterus with the forefinger. Such a feat is impossible, as even under 
anesthesia the finger cannot reach and scrape every corner of a uterus 
enlarged by pregnancy, and without anesthesia can only make the 
most futile attempts to do so. Those who remove early placentae in 
this way, as a rule, never get beyond the internal os. They are in 
fact removing placentae which are already in the cervix, and are 
mistaking in many cases the contracted internal os for the fundus. 
The more frequent use of the sharp loop flushing curette after abor- 
tion, or after manual removal of the placenta at term, would do much 
to reduce the number of cases of chronic uterine disease. 

Of all the causes of pelvic disease in women, gonorrheea is the most 
important. If the medical profession and the public realised how 
often men regarded as cured of their gonorrhceas infect their brides, 
and render them barren chronic invalids, a great advance in the 
prevention of uterine disease would have been made. 
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UTERINE FIBROIDS.—Those who have had most experience in 
the treatment of fibroids are now of opinion that they should be 
removed as soon as they are diagnosed. The rank and file of the 
profession have, however, not yet come to accept this view, and many 
patients are unwilling to submit to operation until it is absolutely 
necessary, so that we are still compelled to consider the question of 
medical treatment. This practically resolves itself into the discussion 
of the treatment of hemorrhage arising from fibroids, whether in the 
form of menorrhagia or metrorrhagia. Rest in the supine position is 
essential. The administration of ergotin in full doses (six or eight 
grains three times a day after food) is the best drug treatment for the 
majority of cases. Occasionally a more prompt and decided result will 
require to be obtained by giving ten minims of the hypodermic 
solution. In patients nearing the menopause a combination of Potass. 
Bromid. gr. xx. and Extract. Hydrastis Liq. m. xv. given three or four 
times a day will produce better results. Vaginal injections of very 
hot water 120° F. (50° C.) are useful, and the regular evacuation of the 
bowels by magnes. sulph. or sodii sulph. or one of the aperient waters 
is essential. Between the attacks of bleeding the following prescription 
will be found useful: B Calcii Chlorid. gr. xx., Tr. Aurantii 31., Aq. ad 
38s. Sg.to be taken in water three times a day after food. When the 
hemorrhage has by these measures been got in hand a course of iron 
should be commenced and continued between the periods, but dropped 
in favour of the ergotin or hydrastis and bromide when the time for 
the period draws near. Should the hemorrhage at any time fail to be 
controlled by these methods the vagina should be douched with 1 in 
4000 sublimate solution, a Sims’ speculum passed, the cervix lowered 
with the vulsellum, and the uterine cavity as tightly packed as possible 
with sterilised gauze, which should be removed in twenty-four hours. 
The uterine packing should, of course, be supported by a firm vaginal 
packing. 

We may now proceed to describe the various operations by which 
a fibroid may be removed, and indicate the cases for which each of 
them is suitable. Three varieties of fibroid may be removed through 
the vagina, viz. (1) pedunculated tumours protruding at the mouth of 
the womb (fibroid polypi) ; (2) small submucous fibroids, discovered 
when the cervical canal is dilated and explored by the finger; (3) 
multiple small fibroids which do not sufficiently enlarge the uterus to 
prevent its being removed through the vagina. Broadly speaking, 
any fibroid whose greatest diameter does not exceed 2 inches (5 
centimetres) may be removed per vaginam. Larger ones require 
ABDOMINAL ENUCLEATION, unless they are so situated as to admit of 
being removed piecemeal (morcellement). (See p. 207.) As it is im- 
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possible to say what complications may be met with in apparently 
simple cases, it is essential that none of these operations should be 
attempted without due preparation of the patient and a proper equip- 
ment. 


Preparation of the patient. For three days before operation the 
patient should be confined to bed and get a vaginal douche of | in 2000 
sublimate lotion night and morning. The night before operation she 
should have a warm bath and a purge. Next morning, three hours 
before the time of operation, a large soap-and-water enema should be 
given. If it seems not all to come away it should be followed by half 
a pint of cold boric acid lotion. When the enema has acted the hair 
about the vulva is to be cut short; the vulva, folds of the groins, 
upper parts of the thighs, abdomen, and vagina are to be well washed 
with soap and water, one or two fingers being introduced into the 
vagina if possible; the external parts are then to be washed with 
sublimate solution (1 in 1000) and the vagina douched with the same. 
Finally, a compress soaked in 1 in 1000 sublimate is to be applied over 
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Fic. 69.— WIRE SNARE, 


the perineum, vulva, and lower part of the abdomen, and left on till the 
operation is about to be commenced. 

The instruments necessary are: Twelve small sterilised sponge-cloths, 
two douches (one for sublimate solution 1 in 2000, and the other for 
sterile saline fluid), a set of Simon’s vaginal specula, a vaginal lateral 
retractor, a wire snare, three vulsella, a catheter, a bladder sound, a 
scalpel, a dozen assorted curved needles, a Deschamps’ needle (Fig. 39), 
a needle-holder, large and small straight scissors, twelve pairs of 
pressure forceps, one pair of toothed dissecting forceps, two pairs of 
ovariotomy forceps, a speculum forceps, boiled formalin catgut, strong 
boiled silk, sterilised dressings. 


Steps of the operation. The patient is anesthetised and placed in 
the lithotomy position, across the bed or on a firm table. The vulva 
and vagina are then well irrigated with 1 in 2000 sublimate. The 
speculum is then passed and one of the four following operations 
carried out :— 

1. A pedunculated fibroid (polypus) protruding from the cervix should 
be first carefully examined to see where its stalk is attached and to 
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make sure that the uterus is not inverted. If its stalk is narrow the 
polyp may be grasped in a stout vulsellum and twisted off. If the 
pedicle be too thick for this and readily accessible, it may be transfixed 
and tied with catgut and then divided with scissors, or, if not readily 
accessible, it may be divided by means of a wire snare (Fig. 69). The 
uterine cavity should then be dried and swabbed with crystalline car- 
bolic acid on a probe and the vagina tamponed with sterilised wool 


Fic. 70.*—PARTIAL INVERSION OF THE UTERUS. 
Caused by the protrusion through the dilated cervix of a submucous fibroid. 


or gauze. The tampons are to be removed within twenty-four hours, 
the vagina douched daily for a week, and the patient kept in bed for 
ten to fourteen days and put on appropriate tonic treatment. 

2. When the fibroid is sessile and protruding through a dilated cervia. it 
should be caught in a strong vulsellum and drawn down as far as it 
willcome. An incision should then be made in the mucous membrane 


* From Kelly’s Operative Gynecolcgy. Copyright 1906 by D. Appleton and Co. 
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covering it and the finger used to shell it out of its bed. In doing so 
care must be taken to avoid injuring the uterine wall too deeply, as the 
uterus is often partially inverted in these cases (Fig. 70). Some tags of 
capsule may require catgut ligatures, and the bed of the tumour will 
occasionally need the insertion of a few catgut sutures to stop 
hemorrhage. This class of tumour is easily dealt with when it is in 
the cervical portion of the uterus. The operation is more troublesome 
when the tumour involves the body of the uterus, but is usually not 
so difficult as it might appear on account of the frequency with which 
strangulation and necrosis occur in corporeal fibroids which have come 
down so far as to dilate the cervix, the vascularity being thereby de- 
stroyed. Frequently the removal of the tumour in pieces by means of 
vulsellum and scissors (morcellement) will greatly facilitate its delivery 
through the vagina. When all hemorrhage has been controlled, the 
uterus and vagina should be washed out, dried, and packed with 
sterilised gauze, which is to be renewed every twenty-four hours for a 
few days. 

3. When the fibroid is pedunculated or sessile and the cervia not dilated it 
should be dealt with as follows. If the tumour be small, not more 
than 1 inch (2°5 em.) in diameter and situated in the cervix, the cervical 
canal should be dilated till it admits the index finger, the mucous 
membrane and capsule over the tumour incised, the fibroid grasped in 
the vulsellum and separated from its capsule by the finger or knife- 
handle and twisted off. When the uterine cavity has been dried with 
sterilised gauze, it should be swabbed out with crystalline carbolic acid 
on a probe. The cavity from which the tumour came should be 
packed with sterilised gauze and the vagina tamponed, catgut sutures 
having been previously inserted if needed to control hemorrhage. In 
those cases in which there is a pedunculated fibroid in the uterine 
cavity or a sessile fibroid projecting into the cavity, the cervix must 
first be dilated and the index finger introduced to determine whether 
removal of the tumour without hysterectomy is possible. If it be, the 
vaginal mucous membrane is to be incised transversely across the 
cervix, the bladder thoroughly separated from the uterus, and the 
anterior uterine wall split up in the middle line so as to expose the 
uterine cavity as fully as necessary (Fig. 71). The tumour is then to 
be removed by twisting, by ligature and section of its pedicle, or by 
enucleation, as may seem best. Excessive hemorrhage at any stage of 
the operation may be controlled by ligature with catgut of the uterine 
arteries as they approach the cervix. After removal of the tumour 
the incision in the uterine wall is to be sutured with catgut, the 
bladder allowed to fall into its normal relation with the cervix, and 
two or three catgut sutures placed along the preliminary incision in 
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the vaginal mucous membrane so as to maintain the structures in 
loose apposition. The vagina is then to be washed out and dried and 
a dressing of sterilised gauze inserted. Subsequent treatment is 
identical with that required after the operations previously described. 
The patient should be kept in bed for at least ten days. | 

4. Small multiple fibroids in the uterine walls requiring operation demand 
vaginal hysterectomy. See HYSTERECTOMY, VAGINAL. 

5. Fibroids of greater diameter than 2 inches (5 em.), where morcellement 
cannot be practised, require ABDO- 
MINAL ENUCLEATION. 

The preparations and instruments 
are the same as those for ABDOMINAL 
OPERATIONS (which see). When the 
patient has been anesthetised and 
placed in the Trendelenburg position, 
the abdomen is to be opened by a 
median incision sufficiently large to 
permit of free access to the tumour. 
The capsule is then to be incised to 
a suitable extent and the tumour 
to be shelled out with the fingers, 
hemorrhage being meanwhile con- 
trolled by the assistant grasping the 
uterus in his hands. As soon as the 
tumour has been removed the assis- 
tant is to relax the pressure to allow 
of the bleeding vessels being caught 
in forceps. Catgut ligatures are then 
to be applied to the vessels. When- 
ever there appears to be any risk of 
a ligature slipping, it should be applied 
in the form of a mattrass suture by 6. 71.*—UtsErine INciston Mans, 

EXPOSING CAVITY TO PERMIT OF 
means of a round curved needle. REMOVAL OF FIBROIDS (HyYsTER- 
Sharp-edged needles may cut blood- °T°™¥): 
vessels and cause hemorrhage from the stitch-holes. When all 
vessels have been tied the problem of what to do with the raw surface 
will have to be faced. When the fibroid is small the cut edges of 
the capsule should be brought together by interrupted catgut sutures. 
The abdomen should then be wiped free from blood and the parietal 
incision closed as after OVARIOTOMY (which see). 

When the fibroid has been very large the edges of the capsule should 
be stitched to the edges of the parietal peritoneum at the lower end 


* From Kelly’s Operative Gynecology. Copyright 1906 by D. Appleton and Co, 
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of the abdominal wound. <A thick-walled rubber drainage-tube should 
then be inserted into the cavity from which the tumour was removed. 
Round the drainage-tube strips of gauze should be firmly packed, their 
ends being allowed to protrude through the lower end of the parietal 
wound. ‘The upper portion of the parietal wound is to be closed as 
after ovariotomy. ‘The gauze may be removed in about five days, 
but the rubber tube should be allowed to remain for a few days 
longer. 

In certain cases drainage of the cavity is desirable, but the edges 
of the capsule cannot be brought up to the parietal incision. The 
best plan here is to bring the cut edges of the capsule together with 
a continuous catgut suture, leaving only a small aperture at the most 
convenient site. Through this aperture a thick-walled rubber tube 
is to be passed and securely attached by a purse-string suture to the 
edge of the capsule. The other end of the tube is to be brought out 
through the lower end of the parietal wound. This tube must have 
no lateral apertures. The parietal wound is closed as usual. With- 
drawal of the tube can be done in from eight to twelve days, according 
to the size of the cavity. 

Sometimes during the enucleation of a large fibroid the uterine 
cavity is unfortunately opened. This is a great disadvantage, because 
it increases the risk of septic infection. When it has happened a 
thick-walled rubber drainage-tube should be, if possible, passed down 
through the cervix and secured by a catgut stitch to the uterus. The 
capsule should then be trimmed away and the uterine walls brought 
together over the tube by means of catgut sutures placed as in 
Cesarean section. When the uterine walls cannot be thus accurately 
approximated the edges of the capsule should be brought together. 

Enucleation is only suitable when the fibroids are few in number 
and can be removed without much mutilation of the uterus. Other- 
wise HYSTERECTOMY is to be preferred. (See also MYOMECTOMY, 
ABDOMINAL.) 


UTERINE INERTIA.—Preventive treatment consists in keeping 
the patient on iron, quinine, and strychnine during the last month 
of pregnancy. When the condition is primary, owing to want of 
contractile power in the uterus, the pains are weak from the first. 
Try massage of the uterus, hot drinks, and hot vaginal douches, and 
endeavour to express the foetus. If these measures fail the forceps 
may be applied as soon as the cervix is dilated enough to allow the 
head to pass without risk of lacerations. In cases where the pains are 
so weak that the head has not become fixed in the brim, and the cervix 
has not dilated, quinine gr. x. should be given, and in half an hour 
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the membranes should be ruptured, Champetier de Ribes’ bag (Fig. 4) 
introduced, and delivery accomplished as soon as there is sufficient 
dilatation. When the condition is secondary, and due to the uterine 
muscle having become exhausted by vigorous contractions, the bladder 
should be emptied by catheter, and the rectum cleared out by a saline 
enema. If the abdomen is pendulous a firm binder should be put on. 
A quarter of a grain of morphia should then be given hypodermically, 
and the patient allowed to sleep. When the effect of the morphia 
has worn off it will usually be found that the pains will return. 
When they do the vagina should be douched with 1 in 2000 sublimate 
solution, the speculum passed, and a pad of sterilised wool soaked in 
a 5 per cent. solution of cocaine in distilled water introduced and left 
against the cervix. Before long it will be found that the patient will 
deliver herself, or that she may be safely delivered by forceps. 

In all cases of uterine inertia preparations should be made to treat 
post-partum hemorrhage should it come on. 


_ UTERINE THERAPEUTICS.—1. Sitz or Hip Baths are of some 

utility. The temperature should be 103° to 108° F. (39°5° to 42-2°C.) 
and, except in the case of virgins, the bath speculum should be used. 
The duration of the bath may vary from five to fifteen minutes, 
and the patient should be dried in a warmroom, and put into a 
warmed bed immediately afterwards. The chief therapeutic effect 
is derived from the heat of the water, but in anemic cases hot sea- 
water or fresh water, to each gallon of which an ounce (two table- 
spoonfuls) of salt has been added, will be more beneficial, while in 
cases where there is much leucorrhcea an ounce of alum in each 
gallon of water may be used. 

2. Douches require to be used more energetically than they usually 
are. The amount of water for each douche should be not less than 
two quarts. The duration of each one should be at least twenty 
minutes. The temperature should be gradually raised from 110° to 
120° F, (43°3° to 49°C.). The frequency of douching should be three 
times a day. The patient should lie on her back with the shoulders 
low and the pelvis a little raised. This can be very well managed by 
getting her across the bed with her feet resting on two chairs, and a 
mackintosh sheet under her hips, and falling over the edge of the bed, 
so as to convey the water into a bath on the floor. She can thus 
either douche herself or be douched by a nurse. If desired, a bed- 
bath can be made use of. When antiseptics are used, care should 
be taken that no residue is left in the vagina, lest absorption should 
take place, or else the antiseptic douche should be followed by one of 
sterilised normal saline solution or plain water. 

O 
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3. Tampons may serve as a means of applying medicaments or of 
temporarily supporting the uterus. Whether they are soaked in 
plain glycerine or in solutions of ichthyol or other remedy in glycerine 
appears to be immaterial. ‘They require to be inserted much more 
frequently than is customary, and should be used every day or every 
other day. They are best applied by the physician by means of a 
speculum, a sufficiently large mass of wool to fill the upper part of the 
vagina being employed. ‘This seems to elevate the uterus, and at the 
same time to produce the depletion or other result desired from the 
glycerine or other agent with which the tampon is soaked. When it 
is impossible for the physician to apply them, the alternative is to get 
it done by the patient or nurse by means of a tampon introducer. 
This, however, is not so efficient. 

4. Pesswries®{ glycerine or of ichthyol in glycerine are more easily 
inserted than tampons, but are not so efficacious except in mild cases. 

5. Local bleeding is beneficial, especially where the cervix is much 
enlarged and the Nabothian follicles distended. It is best done by 
puncture of the follicles and adjacent tissues, followed by douching 
with a warm and weak antiseptic lotion, such as 1 in 4000 sublimate 
solution, or with a sterilised normal saline solution. The application 
of leeches is of inferior value. 

6. Intra-uterine medication as an important means of treating the 
milder cases of metritis may take any of the following forms :— 

(i) Irrigation of the uterine cavity by means of a double-channelled 
catheter such as Bozeman’s (Fig. 17). The catheter should be as large 
as can be introduced and the return flow should be free. A Sims’ 
speculum will have to be used and the uterus steadied by a vulsellum. 
Antiseptic lotions, such as 1 in 2000 sublimate solution, or mild caustics 
like chloride of zinc, thirty grains to the ounce, or sulphate of copper, 
of the same strength, may be employed. The patient should be in 
the lithotomy position, and an antiseptic vaginal douche should be 
given before the catheter is introduced. Allied to this method is 
that of Bandl, in which a cylindrical speculum of as large a size as 
possible is introduced and the anterior lip of the cervix caught by 
a vulsellum. Then the hollow sound is passed into the uterus, the 
speculum filled with the fluid selected, and the sound moved, so as 
to be partly withdrawn and reinserted several times, until the fluid 
has got free access to the uterine cavity. 

(ii) Plugging the uterus with gauze has been recognised as par- 
ticularly suitable in some cases. The vagina is douched with 1 in 
2000 sublimate lotion, the cervix held in the vulsellum, and the 
gauze introduced by the uterine forceps (Fig. 18) or by a large probe. 
Care should be taken not to pack it very tightly, and when iodoform 
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is used, as in gonorrheeal cases, the danger of absorption has to be 
borne in mind. 

(iii) Swabbing the uterus by means of Playfair’s probes dressed with 
cotton wool and dipped in antiseptic lotions or by brushes similarly 
dipped is an inferior plan of cleansing. | 

(iv) Mercurial Inunction. In chronic cases, where there is evidence 
of old venereal disease, the application of mercurial ointment to the 
uterine cavity may be beneficial. It has been applied with apparent 
benefit to the urethra in chronic gonorrhea, and probably it would be 
equally serviceable in the uterus under similar conditions, A Play- 
fair’s probe lightly dressed with cotton wool affords the most con- 
venient method of using it. 3 

(v) Caustices. In these we have a very effective means of treating 
metritis. Some, such as the nitrate of silver solution, the anhydrous 
nitric acid, and the perchloride of iron solution, are only occasionally 
used; while others, lke chloride of zine solution, carbolic acid, 
iodised phenol, and tincture of iodine, form the routine applications 
_ of most gynecologists. Of these the most efficacious is the crystal- 
line carbolic acid. It should be temporarily liquefied by heat. Then a 
dressed probe should be dipped in it and laid aside for a few minutes 
till the acid has had time to recrystallise on it before it is introduced. 
Other liquid caustics may be used in the same way, or else by 
means of the uterine syringe. Braun’s syringe (Fig. 47) is the one in 
general use. A douche is first given, then Sims’ speculum is passed, 
and the cervix lowered by the vulsellum. The requisite amount of 
fluid caustic is then drawn into the syringe, and the nozzle gently 
passed up to the fundus and the fluid ejected slowly. Intra-uterine 
injections are the most effective way of applying caustics to the uterus, 
and are as free from danger as any other, provided the cervix be 
sufficiently dilated and the quantity of fluid injected be proportionate 
to the size of the cavity. Measurement of the cavity by the uterine 
sound should always precede injection. Of the agents generally em- 
ployed iodised phenol is the least likely to cause unpleasant symptoms ; 
tincture of iodine is likely to cause severe uterine colic; perchloride 
of iron and strong solutions of chloride of zine are liable to be fol- 
lowed by a good deal of pain. The amount of discomfort depends on 
the size of the cavity and the amount injected, as well as upon the 
quantity of uterine secretion or blood which is present to dilute the 
caustic. 

7. Cauterisation of the endometrium may take the form of Atmo- 
causis, or of the use of the Thermo-cautery or the Galvano-cautery. 

Atmocausis. ‘The application of steam to the uterine cavity is an 
unnecessarily severe proceeding, and, if used at all, should only be 
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resorted to in cases of hemorrhagic metritis which have resisted other 
methods of treatment. The Thermo-cautery and the Galvano-cautery 
deserve no commendation. 

8. Electrolysis is tedious and has little to commend it. 

9. Curetting. See wnder CURETTING. 


UTERO-VESICAL FISTULA.—When the bladder communicates 
with the uterus the patient should be prepared for operation, anes- 
thetised, and placed in the lithotomy position. A Sims’ speculum 
having been passed, the anterior lip of the cervix should be seized 
by a vulsellum and drawn down. A transverse incision should then 
be made through the vaginal mucous membrane across the front of 
the cervix, and the bladder separated with the finger from the cervix 
as high as may be necessary to thoroughly expose the fistula. The 
opening in the bladder should be closed by a continuous deep suture, 
not involving the mucous membrane of the bladder, and a few inter- 
rupted superficial sutures of catgut. This should hold when two ounces 
of sterilised milk is injected into the bladder. The edges of the opening 
in the uterus should then be pared and closed by interrupted catgut 
sutures and the tissues allowed to fall into place. A loose vaginal 
dressing of sterilised gauze should be applied and renewed daily, 
care being taken that the tissues are not displaced from their normal 
relationship during its insertion. The patient must wear a Skene- 
Goodman catheter for seven days and remain in bed for three weeks. 


UTERUS (Abscess of the).—This is hard to diagnose from a pelvic 
abscess anywhere in the vicinity of the uterus. Rest, hot douches, 
general treatment, and incision if the abscess points are the only 
measures to be adopted in these cases, in which the outlook is always 


bad. 


UTERUS (Adenoma of the Body of the).—Dilatation and explora- 
tion, followed by curetting and removal of polypi and the packing of 
the uterus with gauze soaked in 50 per cent. chloride of zinc, gives the 
best results. The chloride of zine (fused sticks) should be dissolved 
in two parts of water and the gauze soaked in it. In about three 
to five minutes the gauze should be withdrawn, the vagina douched, 
and a glycerine tampon inserted. An anesthetic is necessary, and 
confinement to bed for a fortnight should be insisted on. After 
removal of the tampon on the second day vaginal douches of 1 in 
4000 sublimate should be given daily. 


UTERUS (Adenomyoma of the).—When the relative size of the 
uterus and vagina admit of it the operation of vaginal hysterectomy 
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should be performed. When the uterus is large and the vaginal canal 
narrow abdominal hysterectomy should be resorted to. 


UTERUS (Anteflexion of the).—When this displacement requires 
treatment it may be remedied by dilatation of the uterine canal up to 
12 millimetres (half-inch) under general anesthesia, or 10 per cent. 
cocaine solution applied on a strip of gauze to the cervical canal as 
dilatation proceeds. After a douche of 1 in 2000 sublimate solution 
the Sims’ speculum is to be introduced and the cervix grasped by a 
vulsellum. While the uterus is being steadied by the vulsellum the 
dilators are to be passed. The operation may have to be repeated 
on two or three occasions. It straightens the uterine canal, and is 
the treatment for all cases requiring any. In a few instances the 
flexion is so extreme as to be but transiently influenced by dilatation, 
and in them the patient should be prepared for VAGINAL HYSTER- 
ECTOMY (which see); the bladder should be separated from the front 
of the uterus as high as the internal os; the cervical wall divided 
anteriorly throughout its entire length; the edges of the incision in 
the cervix whipped over with catgut so as to restrain bleeding, and 
the bladder allowed to fall into place. This gives a much more 
permanent result than posterior or lateral division. 


UTERUS (Atrophy of).—General tonics, especially iron tonics, 
attention to the general health, and prolonged hot douches are all that 
can be done. } 

In addition to the atrophy which normally takes place after the 
menopause, there are other varieties. A premature menopause may 
occur in women who have not borne children. It is probably the 
result of gonorrhceal inflammation in the majority of such cases. 
The atrophy, which owes its cause to the condition known as super- 
involution of the uterus, is to some extent preventible. Atrophy may 
follow removal of the ovaries and tubes, and may occur in the course 
of tuberculosis, chlorosis, diabetes, chronic nephritis, morphinism, and 
insanity. (See UTERUS, SUPERINVOLUTION OF THE.) 


UTERUS (Cancer of the).—I. Palliative Treatment, The number 
of cases of uterine cancer which apply for treatment in time to allow 
of such a complete removal as to give any reasonable hope of perma- 
nent cure is so small that pallcative measures may be considered in the 
first place. In the early stages of the malady the only satisfactory 
remedy is the knife. Even in those cases which are not exactly in 
the initial stage the knife may be used with hope of improvement, 
though not of cure, and consequently, wherever a removal of all 
tangible and visible cancer can be performed, it should be done. Free 
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removal by the knife, when such is at.all possible, is the best we can 
do for early cancerous growths in the present state of knowledge 
regarding them. Unhappily these early cases are in the minority, 
and we have most frequently to consider the problem of treating 
inoperable cases. 

Before proceeding to deal with treatment we may briefly outline the 
conditions which make for and against operation. For this purpose 
we will divide cases of cancer 
of the uterus into three classes, 
according to the site of the dis- 
ease. (1) Cancer involving the 
vaginal aspect of the cerviz. This 
is only suitable for operation in 
the very earliest stages. When 
once it has invaded the vaginal 
fornices in any direction, even 
to an apparently shght extent 
(Fig. 72), the operation is use- 
less, because infiltration of the 
tissues by cancer cells extends 
a good distance beyond the 
margin which the finger or eye 
can detect, and a seemingly 
complete removal is really an 
imperfect one. Cancer spread- 
ing on the vaginal aspect of the 
cervix is, on the whole, the 
least favourable for either opera- 
aa : tive or palliative treatment. 
(2) Cancer of the cervical canal 
Showing that the growth is limited to the is favourable for Oper ie if 

vaginal surface of both lips of the cervix, there are no bladder symptoms 

except where it has invaded the deep and no protrusions of the growth 
ee of the posterior lip for a short towards the lateral fornices or 
thickening of the utero-sacral 

ligaments as felt per rectum. It is a deceptive form of the disease, 
and great care is needed to exclude extensions beyond cervical tissue 
before operation is advised. It yields fair results under both opera- 
tive and palliative treatment, being more favourable for operation 
than the first class, but less so than the third, and better for pallia- 
tive measures than either of the other classes (Fig. 73). (3) Cancer 
of the body of the uterus should be operated on so long as there are no 
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* From Kelly's Operative Gynecology. Copyright 19061 y D. Appleton and Co, 
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local extensions and no secondary growths. It is the most favourable 
class for operation, but does not yield such good results to palliative 
measures as either of the preceding classes (Fig. 74). 

When we review the history of the treatment of cancer we find that 
caustic applications, in the form of pastes and plasters, were chiefly 
relied upon in the days before the use of chloroform and ether was 
known. With the introduction of chloroform, removal by the knife 
soon came to be recognised as the most thorough, quick, and safe 
method, having, at the same time, the very important advantage of 
being attended with less pain. Henceforth operation came to be the 
rule, and the use of caustics the 
exception. Unfortunately public 
opinion has not kept pace with 
professional advances. The dread 
of the knife still prevents many 
patients from submitting to the 
best treatment, and leads them 
to resort to the old-fashioned 
plan, which has, unhappily, come 
to be used largely by those who 
have no knowledge of disease, 
and abused by them in cases 
which are not cancer atall. In 
cancer of the uterus there are Neeaee 
at present but two remedies in ~ 
the field, the knife and caustics. 
These are not rivals, as the public 
suppose, but allies and friends. 
Where the knife is unable to 
conquer, the caustic will stem 
the invasion. | 

In many cases too advanced 
for operation the caustic will produce great improvement. It will 
check hemorrhage, remove offensive discharge, and lead to a tem- 
porary improvement in the patient’s general condition. The method 
is as follows: The patient is confined to bed for two or three 
days, during which time she is well douched with 1 in 2000 sub- 
limate. With a sharp curette all friable cancerous tissue is then 
carefully removed. Plain gauze or gauze soaked in strong per- 
chloride of iron, according to the amount of hemorrhage, is then 
packed into the cavity and allowed to remain for a few minutes. 
Meantime some strips of gauze are being soaked in a 50 per cent. solu- 
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Fic, 73.*—SQUAMOUS-CELLED CARCINOMA OF 
THE CERVICAL CANAL: INVERTING FORM. 


* From Kelly’s Operative Gynecology. Copyright 1906 by D. Appleton and Co. 
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tion of chloride of zinc, which requires to be carefully made, so as 
to get the full strength. (See UrErus, ADENOMA OF THE Bopy OF.) 
As soon as bleeding has ceased the gauze is taken dripping from 
the chloride of zinc and firmly packed into the cavity. LExcess of 
fluid is mopped up with dry cotton wool, and a piece of dry wool is 
packed into the upper part of the vagina. Below this the vagina 
is packed with pieces of cotton wool wrung out of a saturated solu- 
tion of bicarbonate of soda. Asa rule there is little or no pain, but 
if necessary a morphia suppository is used. The patient is kept in bed. 
At the end of four or five days all the gauze is removed. Douching 
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Fic. 74.*—EarLty ADENO-CARCINOMA OF THE BODY OF THE UTERUS 
(2 natural size) (CULLEN). 


is again carried out for ten or fifteen days, till all the sloughs have 
separated, care being taken to use a short nozzle, so that they may 
not be prematurely disturbed. Some days afterwards a new applica- 
tion of chloride of zinc is made, and the same programme is repeated. 
This treatment results in the formation of a quantity of scar tissue, 
which strangles the blood-supply to the cancerous area, and usually 
stops discharge for the time being. In some cases the good result is 
of considerable duration, a formation of scar tissue having taken place 
in the upper part of the vagina, and serving as a barrier to extension 
in the downward direction. 


* From Pryor’s Gyzecology. Copyright 1903 by D. Appleton and Co. 
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This plan gives fair results in cases of cancer of the vaginal aspect of 
the cervix. It is excellent in cases of cancer involving the cervical 
canal. It is unsuitable as a rule in cases of cancer of the uterine body. 
Indeed, in the latter group removal of the whole organ gives such good 
results, even in somewhat advanced cases, that the caustic treatment 
is seldom required. The caustic treatment of uterine cancer is practi- 
cally devoid of danger. Where the disease is invading the bladder walls 
the patient should be warned of the possibility of a fistula as a result 
of the extension of the disease, otherwise she will blame the caustic for 
what only takes place long after its use and is the natural consequence 
of the progress of her malady. By the judicious use of chloride of zinc 
a great deal can be done to promote cleanliness, to retard growth, and 
to make what remains to them of life more comfortable for the victims 
of this loathsome disease. 

So long as the patient can move about she should be encouraged to 
do so, and kept’ as clean and comfortable as possible by douching with 
Condy’s fluid (a tablespoonful to the quart of hot water) night and 
morning. Should the discharge become very offensive 1 in 4000 
sublimate should be resorted to for a few days at a time, and an 
iodoform pessary (Iodoform gr. i., Ol, Theombromat. ad gr. exx.) 
should be placed in the vagina at bedtime. In advanced cases with 
continuous bloody discharge douches of ferri sulph. 31. to the pint of 
hot water should be employed. When hemorrhage is severe plugging 
with iodoform gauze will become necessary. When pain becomes 
severe the use of morphia should be commenced. It should .be given 
hypodermically, and in no other way. To counteract its constipating 
effects the diet must be attended to and the liquid extract of cascara 
given nightly. A soap-and-water and turpentine enema (soft soap, a 
tablespoonful of turpentine, an ounce of castor oil, and a pint of warm 
water) will require to be given occasionally. The skin about the 
vulva should be washed twice a day and well smeared with vaseline to 
prevent its being irritated by the discharge from the vagina. 

II. Operative Treatment. (1) When the malignant growth shows a 
decided tendency to spread over the vaginal aspect of the cervix any 
operation involving much risk to life is wnwise, because recurrence in the 
vaginal scar is certain. Hence we should proceed as follows: Partial 
vaginal hysterectomy. The patient, duly prepared and aneesthetised, is 
placed in the lithotomy position. A final douche of 1 in 1000 sub- 
limate is given. A Sims’ speculum is introduced, the cervix caught 
in a strong vulsellum and brought well down. An incision is made 
round the cervix through the vaginal mucous membrane and as far away 
from the growth as possible. The bladder is pushed off the cervix, 
the cervical branches of the uterine artery secured by catgut ligatures 
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passed by a Deschamps’ needle (Fig. 39), and the lateral attachments 
of the cervix severed as high as the ligatures’ control extends. The 
uterine arteries are then found and tied in two places on each side and 
divided between the ligatures. The cervix is then freed on its lateral 
and posterior aspects as far up as practicable without opening the peri- 
toneal cavity either in front or behind, and cut across. The vaginal 
mucous membrane and the divided uterine tissue is now brought 
together by four silkworm gut stitches and a few intermediate catgut _ 
ones, and the vagina douched with 1 in 1000 sublimate, dried, and 
packed with gauze. Before tying the sutures, the face of the wound 
should be well irrigated so as to wash away any débris of cancerous 
tissue which may be on it. The patient should stay in bed for three 
weeks. The gauze in the vagina should be changed every twenty-four 
hours and a | in 4000 sublimate douche given daily for a week. 
Dressings can then be dispensed with and daily douching continued 
with a short nozzle, by the nurse. At the end of three weeks the 
silkworm-gut stitches are to be removed. LExuberant granulations 
may need to be touched with sulphate of copper. 

(2) Cancer of the cervical canal calls for hysterectomy when any 
operation is possible (see HYSTERECTOMY, ABDOMINAL, FOR CANCER). 
The cervix should be stitched up if silk sutures will hold. 

(3) Cancer of the body of the uterus always necessitates removal of 
the uterus, tubes, and ovaries. When the vagina is wide and the 
uterus small this should be done per vaginam (see HYSTERECTOMY, 
VAGINAL). When the vagina is narrow or the uterus large the 
abdomen should be opened, the ovarian and round ligament arteries 
tied, the bladder separated from the cervix, and the uterine arteries 
exposed and tied as low as possible and divided. The abdomen 
should then be closed. When the patient has been placed in the 
lithotomy position the vagina should be well douched with 1 in 
1000 sublimate solution, the cervix tightly sewed up with silk, and 
the uterus lowered and separated from the vagina, the cervical branches 
of the uterine artery having been previously tied. The operation is 
concluded like an ordinary vaginal hysterectomy, and the patient 
nursed and dressed as after that operation. 

This method lessens as far as possible the risk of cancer tissue 
being squeezed out through the cervix during the extraction of a large 
uterus. Incisions in the vagina to enable a large uterus to be extracted 
are not to be recommended, for this reason, that in spite of them cancer 
tissue may be forced out during the delivery of the uterus. (See 
HYSTERECTOMY, COMBINED ABDOMINAL AND VAGINAL.) 

In removing a cancerous uterus the ovaries and tubes, and as much 
of the broad ligaments as possible, should be removed, but extensive 
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dissections in the broad ligaments are not advisable. They yield 
results little, if at all, better than a free removal, and are attended 
with greater risk. 


UTERUS (Foreign Bodies in the).—Removal by means of forceps 
and curette should be undertaken as soon as possible. Dilatation may 
be required and should be done by a three-bladed dilator in preference 
to Hegar’s, as the latter might push an elongated foreign body into 
the uterine walls. The flushing loop curette will often remove bodies 
which other instruments fail to catch. In extreme cases the bladder 
may have to be separated from the cervix and the anterior uterine 
wall divided in order to give access to the offending substance. 

Foreign bodies usually owe their presence in the uterus to their 
having been introduced in the course of intra-uterine treatment, or 
for the purpose of procuring abortion. Fragments of uterine sounds, 
catheters, sponge or laminaria tents, silk ligatures, pessaries, intra- 
uterine stems, hairpins, knitting-needles, goose-quill and rubber tubing, 
etc., have been found. Portions of foetal bones have been left after 
craniotomy. 


UTERUS (Inertia of). See UTERINE INERTIA. 
UTERUS (Inflammation of the). See METRITIS. 


UTERUS (Inversion of the).—In recent cases reduction may be 
accomplished by hand. ‘The fundus is pressed up first, and then the 
walls from fundus to cervix in succession, pressure being made 
through the vagina with one hand and counter-pressure through the 
abdominal walls with the other. An anesthetic is usually necessary. 

In chronic cases a ‘repositor’ is used, consisting of a cup to fit the 
fundus and a stem to transmit the pressure from elastic bands attached 
to a waistbelt. It is apphed for twenty-four to forty-eight hours, the 
patient being kept in bed and under morphia if necessary. <A small 
cup should be used after the fundus has passed the cervix, otherwise 
the large one may be grasped and retained by the uterus. 

If a fibroid exists it should be removed. 

In some cases the abdomen will have to be opened and the edges 
of the inverted cervix incised before reduction can take place. In 
others removal of the uterus is necessary. These latter cases are, 
however, few and far between. 


UTERUS (Inversion of, during Labour).—Remove the placenta, 
if it be still adherent, and grasp the uterus in the hand and push it 
gently upwards, returning first that part which came down last. 


220 A TEXTBOOK OF TREATMENT 


Then douche the uterus with hot sterile saline solution, and pack 
it lightly with a strip of boiled gauze or bandage. 


UTERUS (Lymphatic Sepsis of the).—When symptoms of general 
septic infection appear the uterus and vagina should be washed out. 
The vagina should be douched first, and the uterus should then 
be cleared out with the flushing curette, 1 in 2000 sublimate solution 
being used to begin with, and hot normal saline solution which has 
been sterilised to end up with. (See PELVIC PERITONITIS and PUER- 
PERAL LYMPHATIC SEPSIS.) 


UTERUS (Perforation of the).—When a sound, dilator, or curette 
has penetrated the uterine wall it should be at once withdrawn, and 
all further intra-uterine interference immediately stopped. The vagina 
should be douched, dried, and packed with sterilised gauze. Com- 
pletion of an operation when perforation has taken place might lead to 
the introduction of septic matter into the peritoneal cavity, injury to 
bowel or omentum, or the escape of sublimate lotion or other fluid 
into the abdominal cavity. As a rule no trouble follows when the 
instruments are clean and interference is at once suspended. 

When perforation of the uterus is followed by symptoms of severe 
peritonitis the abdomen should be opened, the wound in the uterus 
closed by catgut stitches introduced on the Lembert plan, a drainage 
tube inserted through an opening in the floor of the pouch of Douglas, 
and the treatment for PELVIC PERITONITIS (which see) carried out. 


UTERUS (Prolapse of the).—When a prolapsed uterus has been 
pushed up, or a procidentia reduced, the first thing to be tried is the 
introduction of a rubber ring. This should be removed and cleansed 
regularly every six weeks. During its use the patient should have a 
regular daily douche. In many cases the perineum is so far torn or 
relaxed that a ring will not stay in. The choice then lies between 
repair of the perineum, or extension of the perineum, and the use of a 
stem pessary supported by rubber bands. Of such pessaries Napier’s 
is the most likely to give comfort and least likely to do harm. It 
should be resorted to in those cases in which a ring proves useless and 
an operation is contra-indicated. Jor women who are married or of 
marriageable age, repair or extension of the perineum and the sub- 
sequent use of a ring is the treatment. For widows or single women 
beyond the marriageable age, the best results are got from almost 
closing the vagina. ‘This is done by an operation similar to the flap- 
splitting perineal operation, but having the incisions prolonged forward 
outside the base of the hymen as far as the urethra. Only an opening 
large enough to admit a catheter and drain the vagina should be left. 
The operation is practically a closure of the vagina. There remain a 
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few cases in which closure of the vagina is undesirable, and repair of 
the perineum and introduction of a ring is likely to fail from extreme 
relaxation of the pelvic tissues. In them hysteropexy, followed by repair 
or extension of the perineum, must be adopted. (See HYSTEROPEXY.) 

The exposed surfaces are often much ulcerated, and then the patient 
must be confined to bed, have vaginal douches given, and dry boric 
tampons introduced until the ulcers have healed, after which the 


Fic. 75.*—RETROFLEXION OF UTERUS. 


One or two fingers of the left hand are used to push the cervix backwards and 
upwards, while the right hand seeks and drags forward the fundus. 


suitable form of treatment may be carried out. When the cervix is 
much elongated it may have to be amputated as a preliminary 
measure. 


UTERUS (Prolapse of the Gravid).—Should be replaced and a ring 
pessary inserted. If the mucous membrane of the cervix be ulcerated 
and hypertrophied, it will require antiseptic douches and glycerine 
plugs. Amputation in the early months is the best treatment when 
the cervix is elongated and prolapsed without any inversion of the 


* From Kelly’s Oferative Gynecology. Copyright 1906 by D. Appleton and Co. 
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vaginal walls. Rest is, in all cases, important. Sometimes during 
labour the cervix in these cases will not dilate, and then incisions must 
be made in it. Cesarean section may be required. 


UTERUS (Retroflexion of the).—If the uterus be freely movable the 
flexion should be corrected by the bimanual method, as follows: The 
patient being in the lithotomy position the index and middle fingers 
of the left hand are introduced into the vagina, the fundus uteri 


: 
by [? 
uphiighe : 
Mk ES 
s . 


\ 
YX LZ. ih 
. "se Bsi 
\ 55) 
K 


Fic, 76.*—RETROFLEXION OF UTERUS. 
Showing the production of an extreme anteflexion before applying a pessary, 


pressed up through the posterior fornix, and the whole uterus raised 
towards the anterior abdominal wall. ‘The forefinger is then placed 
in the os or upon the cervix and made to push the cervix upwards 
and backwards into the posterior fornix, at the same time that the 
right hand searches for the fundus through the anterior abdominal 
wall and, having found it, drags it forwards and downwards behind the 
pubic symphysis (Figs. 75 and 76). A Hodge pessary of appropriate 
size and curve is then to be inserted. 


* From Kelly’s Oferatizve Gynecology. Copyright 1306 by D. Appleton and Co. 
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In many cases this operation is greatly facilitated by catching the 
anterior lip of the cervix in a vulsellum and lowering the uterus 
well by its means, while the fingers of the left hand are pressing the 
fundus upward (Fig. 77). Where the vagina is narrow and where 


Fic. 77.*—RETROFLEXION OF UTERUS. 


The traction straightens out the angle of flexion, and brings the body of the uterus within 
easy reach. This greatly facilitates the reduction, and enables the fingers in the 


vagina to act with increased mechanical advantage. 


adhesions exist replacement should only be attempted under anzs- 
thesia. ‘The uterus should first be dilated and then the largest 
dilator should be used to effect the replacement, due care being 


exercised to avoid any dangerous injury to adherent 
organs. If the uterus is replaceable and remains in 
place a Hodge pessary should be applied (Fig. 78). 
If it is not replaceable, or resumes its false position 
as soon as the dilator is removed, a ring pessary 
should be inserted, as this often relieves the symp- 
toms, though it does not correct the displacement. 
A Hodge pessary should be removed and cleansed 
every three months and a rubber ring every six 
weeks. The patient must douche daily while 
wearing a pessary. 

When symptoms are pronounced and the above 


Fic. 78.—HobDGsn’s 


PESSARY, 


treatment fails, suspension of the uterus should be done. 


UTERUS, SUSPENSION OF THE.) 


(See 


UTERUS (Retroversion of the).—Replacement with the fingers 
alone, or with the sound, if the fingers are not sufficient, is the first 


* From Kelly’s Oferative Gynecology. Copyright 1906 by D. Appleton and Co, 
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step. The patient is placed in the lthotomy position. The first 
two fingers of the left hand are introduced into the vagina, and the 
elbow steadied on the knee and pressure upwards and forwards made 
upon the fundus uteri (Fig. 79). When the fundus has thus been, 
as far as possible, raised (Figs. 80 and 81), the left forefinger is placed 
in the os or against the front of the cervix, and the cervix carried 


Fic. 79.—BIMANUAL REPLACEMENT OF A RETROVERTED OR RETRO- 
FLEXED UTERUS—FIRST STAGE. 


well upwards and backwards into the posterior fornix vaginae (Fig. 82). 
Meantime the fingers of the right hand are depressing the anterior 
abdominal wall above the uterus so as to bring the body of the uterus 
down into its normal position behind the symphysis pubis. These 
manipulations may in many cases be greatly facilitated by placing a 
vulsellum on the anterior lip of the cervix (see UTERUS, RETROFLEXION 
OF THE), and thereby at first drawing the whole uterus downwards, 
and afterwards pushing the cervix upwards and backwards. 
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When the fingers alone are insufficient the sound is to be used. 
The patient being in the lithotomy position, a 1 in 2000 sublimate 
douche is given, the anterior lip of the cervix grasped by a vulsellum, 
the uterus slightly lowered, and the sound introduced with its con- 
cavity backwards. When the point has reached the fundus the 
handle should be a little depressed towards the perineum so as to raise 
the uterus to some extent. Then the handle is rotated with a wide 
sweep, so that the portion of the sound within the uterus rotates on 
its longitudinal axis while the handle describes a semicircle. The 
point should on no account move in such a way as to describe a sem1- 


Fic. 80.—BIMANUAL REPLACEMENT OF A RETROVERTED UTERUS—SECOND STAGE. 


circle. The handle is now grasped in the right hand, so that its 
roughened surface lies against the palm of the hand and the stem lies 
along the index-finger, the point of which rests against the cervix, 
forming a shoulder to prevent the sound from entering too far and 
perforating the uterine wall. The handle is then gently and slowly 
lowered towards the perineum and in the middle line until the 
fundus uteri has been carried well forwards and can be felt by the left 
hand upon the abdomen. The cervix is now pressed upwards and 
backwards by the finger while the sound is being withdrawn. After 
its withdrawal a bimanual examination should be made to make sure 
that the uterus is in good position. 
= 
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Replacement having been accomplished, and it having been ascer- 
tained that there are no adhesions causing a strong tendency towards 
the reproduction of the displacement, a Hodge pessary or its modi- 
fication, Albert Smith’s (Fig. 83), should be introduced. The pessary 
may be of vulcanite, when it can be moulded after immersion in boiling 
water, or of block tin, which readily lends itself to change of shape. 
Success in the use of a pessary depends, /irst, upon the completeness of 


Fic. 81.—BIMANUAL REPLACEMENT OF A RETROVERTED UTERUS—THIRD STAGE. 


the replacement, and second, upon the proper adaptation of the pessary 
to the particular case in hand. (1),The pessary must be large enough 
to keep the uterus in position ; (2) it should be moulded so that its 
longitudinal and transverse diameters are in proportion to the size of 
the vagina ; (3) its upper curve should be more or less marked accord- 
ing to the laxity or otherwise of the posterior vaginal fornix ; (4) its 
lower end should not press upon the urethra or project beyond the 
site of the hymen; and (5) it should allow one finger to be passed 
easily around it between it and the vaginal walls. A pessary which 
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seems small in the lithotomy position will appear a tight fit when the 
patient stands erect and puts pressure upon it. Often several visits 
may be necessary before the best fitting form of pessary can be 
ascertained, and infinite pains should be taken to secure the most 
perfect possible result. | 
Retroversion with adhesions requires a different line of treatment. 
The patient should be confined to bed, get hot douches three times a 


Fic. 82.—BIMANUAL REPLACEMENT OF A RETROVERTED UTERUS—LAST STAGE. 


day, have a glycerine tampon inserted at night, and a record of her 
temperature kept. If there is no rise of temperature or local contra- 
indication, the uterus should be massaged daily and attempts at 
replacement by finger or sound cautiously made. If the adhesions 
can be broken down or stretched, a Hodge pessary should be put in as 
soon as complete replacement can be effected. When this line of 
treatment fails, the only other course is to palliate the condition by 
the occasional insertion of large vaginal tampons of prepared sheep’s 
wool dusted with iodoform. They can be introduced once a week 
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and allowed to remain for five days or less. They form an eiastic 
support for the pelvic organs, and thus alleviate symptoms. In some 
cases the same purpose can be served by a rubber ring. A minority of 
patients with adhesions will exhibit symptoms rebellious to palliation 
and a curative operation must be under- 
taken. This consists in the performance of 
suspension of the uterus with or without 
removal of the tubes and ovaries. As there 
is some risk connected with this operation 
it should be reserved for cases, with or with- 
out pelvic adhesions, in which the retrover- 
sion leads to chronic invalidism or greatly 
impaired usefulness in spite of treatment by palliation or pessaries. 
(See UTERUS, SUSPENSION OF THE.) 


Fic. 83.— ALBERT SMITH’S 
PESSARY. 


UTERUS (Retroverted Gravid Incarceration of the).—limpty 
the bladder at once. The ordinary female catheter may be too 
short for this purpose, and then a gum-elastic male catheter will 
have to be tried. If there be any difficulty, the patient should be 
placed on her hands and knees and an attempt made to pass it in that 
position. Sometimes even that will fail, and it will be necessary to 
tap the bladder above the pubes. Having emptied the bladder the 
next step is to replace the uterus. To do so the patient is to be 
placed in the lithotomy position; two fingers are then to be in- 
troduced into the vagina and the fundus pushed up and a pessary 
inserted. If it cannot be pushed up from the vagina, an attempt must 
be made to push it up with one or two fingers in the rectum. Should 
you still fail, the patient is to be placed in the knee-chest position 
and a further attempt made to push it up with the fingers in the 
vagina or rectum. All these efforts may fail, and it will be necessary 
to put the patient under chloroform and try to replace it then. If 
immediate replacement be not accomplished, a colpeurynter (hydro- 
static vaginal dilator) may be tried before resorting to the induction 
of abortion. 

If possible abortion should, when necessary, be induced by passing 
a Bozeman’s uterine catheter through the cervix and allowing the 
liquor amnii to escape through it. Sometimes the cervix is so drawn 
up as to be inaccessible, and it will then be necessary to tap the uterus 
with a fine trocar through its posterior wall and draw off the liquor 
amnii. This must be done with every precaution against septic in- 
fection. In any of these cases of induced abortion it may be necessary 
to clear out the uterus with the flushing curette. 

It is absolutely essential that retroversion of the gravid uterus be 
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at once in some way relieved. Otherwise the.patient will die from 
sloughing of the uterine wall, or from rupture of the bladder, or from 
cystitis and consecutive nephritis. 


UTERUS (Rupture of the).—Prophylactic Treatment. In order to 
prevent rupture of the uterus we must recognise, and in good time 
correct, mal-presentations of the child and obliquity of the uterus. 
When, during delivery, indications of approaching rupture appear, 
we must immediately deliver. If the anterior lip come down in 
front of the head, and get caught between the head and the sym- 
physis, it will have to be pushed above the head, and kept there 
until the next pain has driven the head down below it. It will 
then remain up. 

Curate Treatment. As soon as rupture is diagnosed an examination 
should be made to find out whether the child is in the uterus or in 
the peritoneal cavity. In any case, it must be delivered at once. If 
it is in the uterus, perforate the head and deliver. If it has escaped 
into the abdomen, the abdomen must be opened and the child re- 
moved. When the child is not in the abdominal cavity, and has been 
removed from the uterus, the treatment of the laceration will be in 
accordance with the amount of hemorrhage. Remove the placenta, 
and, if the hemorrhage be slight, wash out all clot and, by means of a 
Sims’ speculum, pack the tear and the vagina with boiled gauze or 
bandage. If any portion of intestine have escaped, it should be 
cleansed by the saline douche and returned into the abdomen before 
the rent is packed. If there be hemorrhage the uterus will have to be 
removed by abdominal hysterectomy. The supravaginal amputation, 
with retro-peritoneal treatment of the stump, is the best method. 
When gauze packing has been used to fill a laceration, the vaginal 
portion should be changed every twenty-four hours, but the portion in 
the rent should be left for five days, unless symptoms of septic 
absorption indicate that it should be removed sooner. By leaving the 
intra-peritoneal part of the plug in place for some days, its removal 
will be effected with greater ease and with less risk of the bowel being 
allowed to come down after it. (See HYSTERECTOMY, SUPRAVAGINAL.) 


UTERUS (Sarcoma of the).—If the disease is not too far advanced 
thorough removal should be practised as follows: (1) When the 
uterus is small enough and the vagina wide enough, vaginal hysterec- 
tomy is the best operation. (2) When the uterus is too large for easy 
removal per vaginam, the patient should be prepared for both vaginal 
and abdominal operation, and placed in the lithotomy position. The 
bladder should be separated from the cervix as high as, but not 
through, the peritoneal reflexion, the cervical branches of the uterine 
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artery should be tied, the lateral and posterior vaginal fornices should 
be incised, and the peritoneum of the pouch of Douglas exposed, but 
not opened. ‘The uterus can now be well lowered and the uterine 
arteries found and tied, after which the lateral attachments of the 
cervix can be freely divided. The vagina is now thoroughly irrigated 
with 1 in 2000 sublimate lotion. This can be freely done, as the 
peritoneal cavity has not been opened. Finally, some gauze is packed 
into the vagina. The patient is now to be put in the Trendelenburg 
position, while the operator changes his gloves. This done, the 
abdomen is opened, the vessels in the broad lgaments tied, and the 
uterus removed, the peritoneal cavity being as far as possible protected © 
by gauze pads. In pulling up the uterus no corkscrew or vulsellum 
should be used, but the broad ligaments grasped in large ovarlotomy 
forceps which are used to pull upon. ‘This obviates the danger of 
grafts of sarcomatous tissue being implanted in the pelvis. (See also 
HYSTERECTOMY, COMBINED ABDOMINAL AND VAGINAL.) 


UTERUS (Subinvolution of the).—The first thing is to make sure 
that the condition does not depend on the retention of products of 
conception. When there is any suspicion of such being the case, 
curetting should be done. The patient should be confined to bed 
for six or eight weeks, during which time she should have prolonged 
hot vaginal douches (31. of tinct. iodi to the quart of water) three 
times a day. Glycerine tampons should be inserted nightly. Ergotin 
gr. ili, should be given three times a day between the periods, and gr. vi. 
three times a day during the periods. The patient should get very 
abundant nourishment and general massage once a day. At the end 
of six weeks or two months she may get up and dispense with 
massage, tampons, and douching, but should continue to take ergotin 
during her periods for some months, and some form of iron between 
the periods so long as there is any sign of aneemia. 

Much can be done in the way of preventive treatment. The causes 
include malnutrition, debility from severe or protracted labour, and 
from too early resumption of work after labour. Failure to suckle 
the child may be a cause. Chronic endometritis before a pregnancy 
is a potent cause, owing to its liability to lead to post-partum hemor- 
rhage or to adherent placenta. Septic endometritis in the puerperium 
is a most important etiological factor. From a consideration of the 
causes of the condition, it is evident that much can be done to prevent 
its occurrence. 


UTERUS (Superinvolution of the).— Treatment is usually ineffec- 
tual. General hygienic measures, attention to the general health by 
decoct. aloes co. and ferri et ammon. cit. In appropriate doses is about 
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all that can be done. Hot vaginal douches at a temperature of 
114° to 120° F. (45° to 50° C.), given while the patient lies in a tepid 
bath which is being gradually cooled, may be tried. 

This condition is one of the results of severe labour, especially 
when complicated by hemorrhage; of multiple and frequent preg- 
nancies ; and of prolonged lactation. Some cases show no apparent 
cause. As active treatment is of little avail, the important thing 
is to bear the causes in mind, and to, as far as possible, prevent them 
from occurring. 


UTERUS (Suspension of the).—This operation is suitable for certain 
cases of retroversion and retroflexion, and yields excellent results. It 
is to be reserved for such cases as have proved themselves not to be 
amenable to palliative treatment by pessaries, and thus has a some- 
what limited field of application. 

The unsatisfactory cases include those in which the uterus is fae 
movable, but in which a pessary does not keep it in place or relieve 
the symptoms; those in which fixation is so great as to prevent 
replacement or relief of symptoms; and those in which there is pro- 
nounced tubal or ovarian disease, which requires to be dealt with on 
its own merits regardless of the position of the uterus. Under all 
such circumstances abdominal section and suspension of the uterus is 
to be advised. Vagino-fixation and ventro-fization need not be con- 
sidered, as those operations have been rendered obsolete for retro- 
version or retroflexion by the superior results of suspension of the 
uterus. Having decided upon the operation of suspension, the patient 
is to be prepared for abdominal section, aneesthetised, and placed in the 
Trendelenburg position. The abdomen is to be opened by a median 
incision low in the hypogastrium, two or three inches (5 to 7°5 cm.) 
long. The tubes and ovaries are then to be inspected, and removed 
or resected, as may seem best. All adhesions of the uterus or its 
ligaments should be next separated by the fingers or divided between 
boiled catgut ligatures, and a silk loop should be made to encircle 
each round ligament. By means of the scalpel the anterior sheath 
of the rectus muscle should be separated from the overlying sub- 
cutaneous tissue, and exposed with the aid of a retractor on each side. 
Through the sheath, muscle, subperitoneal tissue and peritoneum a 
large pressure forceps should be thrust and made to grasp the silk 
loop encircling the round ligament of the uterus about an inch (2°5 cm.) 
from the cornu (Fig. 84). This portion of round ligament is to be 
drawn forward through peritoneum, subperitoneal tissue, rectus and 
rectal sheath, and secured by a few points of catgut suture to the 
anterior layer of the rectal sheath. This manceuvre should be repeated 
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on the opposite side. The abdominal wound should then be closed and 
the case treated on the usual lines. 

The operation is almost devoid of risk in uncomplicated cases. Where 
there has been tubal imflammation there is a great lability to sup- 


Z fo Position of uterus 
Zam FF nc brought forward by 


~ traction on left round lig’t 


Fic. 84.*—SUsPENSION OF UTERUS, SHOWING THE ROUND LIGAMENT ENCIRCLED 
BY A SILK LOOP ON THE RIGHT SIDE, 


The abdominal wall is perforated, and the forceps grasp the loop in order to pull the 
round ligament through the opening and draw it out under the subcutaneous fascia, 
where it is held in place by sutures, preferably of 21-day catgut. 


puration about the stitched portions of the round ligaments ; hence, 
in removing a tube great care should be exercised to keep the pelvic 
organs and the abdominal wound free from contact with the divided 


end of the tube. 
As a modification of this operation it is advisable, where the round 


* From Kelly’s Operative Gyiecology. Copyright 1906 by D. Appleton and Co. 
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ligaments are of sufficient length, to bring a loop of each through the 
rectus and the anterior layer of its sheath about an inch (2°5 cm.) from 
the middle line on each side. When this loop has been stitched at its 
point of exit from the sheath the portion outside should be approxi- 
mated to its fellow across the middle line and united to it by (21-day) 
catgut. This considerably relieves any tendency to drag on the sutures. 


UTERUS (Tuberculosis of the).—Tuberculosis of the uterus is 
usually associated with the same disease in the Fallopian tubes or 
elsewhere in the body. When recognised the uterus and tubes should 
be removed by vaginal hysterectomy, provided that the patient’s 
general condition admits of such a severe measure. Should operation 
not be possible, general measures and the use of tuberculin afford the 
only chance. Before commencing the tuberculin -injections, the 
opsonic index of the patient must be examined. The injections slrould 
only be given in those cases in which the opsonic index shows that 
they are called for. The frequency with which the injections are to 
be given and the length of time over which a course of tuberculin 
treatment is to extend should be controlled by frequent observations 
of the opsonic index. (See Parr 11.—MEDpIcINE. A. E. Wright’s 
Opsonic Method.) 


UTERUS (Vagino-fixation of the).—This operation is now obsolete. 
It gave very uncertain results in posterior displacements of the uterus, 
many of the cases soon relapsing. It was frequently followed by 
grave complications during pregnancy and labour. Its place has, 
therefore, been taken by suspension of the uterus. (See UTERUS, 
SUSPENSION OF THE.) 


UTERUS (Ventro-fixation of the). See HYSTEROPEXY. 


VAGINA (Cysts of the).—Cysts of the vagina may be mucous, 
Girtnerian, peri-urethral, or echinococcus cysts, and should, when 
possible, be dissected out. In doing so injury to the bladder and 
rectum is to be avoided, and, in removing Girtnerian cysts, damage to 
the ureters must be guarded against. Should it be found inadvisable 
to dissect out the whole cyst wall, the vaginal portion should be freely 
removed, the contents evacuated, and the cyst cavity touched with a 
50 per cent. solution of chloride of zinc and packed with gauze. 


VAGINA (Foreign Bodies in the).—Foreign bodies should be at 
once removed. If they have been long i situ, or are very large, an 
anesthetic should be given. In some cases it may be necessary to 
break up the foreign body, as in the case of the old-fashioned box- 
wood pessary. 
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VAGINA (Inflammation of). See VAGINITIS. 


VAGINA (Injuries of the).—Jnjuries of the vagina, whether they 
occur as a result of labour or of violence, demand a thorough exami- 
nation. The patient should be put in the lithotomy position and 
aneesthetised if desirable, and the vagina rapidly cleansed of all blood- 
clots by a stream of 1 in 4000 sublimate lotion. Bleeding points 
should then be temporarily secured by pressure forceps. Any vessels 
requiring ligature having been attended to, the rents should be closed 
by catgut sutures if possible. When stitching is impracticable, oozing 
should be stopped by careful packing with sterilised gauze. In those 
cases in which the rent opens up the pouch of Douglas and allows 
intestine to protrude, the bowel should be cleansed and returned, the 
bleeding vessels secured, and the rent packed with sterilised gauze. 
Drainage for the peritoneal cavity and support for the bowel are thus 
obtained with the least possible shock or loss of time. 4 


VAGINA (Tumours of the).—Tumours of the vagina, whether 
carcinomata, sarcomata, myomata, or lipomata, should be removed on 
ordinary surgical principles. Special care should be taken not to 
injure the walls of the bladder or rectum, or, in the case of tumours 
situated high up, to damage the ureters. 


VAGINAL HERNIA.—Hernia of the vagina (Enterocele) is a rare 
condition. When it requires treatment the sac should be opened, the 
contents pushed back, and the intestine kept from coming down by a 
large pad of gauze with a thread attached. The peritoneal sac should 
then be peeled off the vaginal wall and removed as high as necessary. 
A continuous catgut suture should be introduced into the cut edges of 
the peritoneum, and, when the gauze pad has been removed, drawn 
tight. The vaginal wound is thereafter closed with silkworm-gut 
stitches in such a way as to support the line of peritoneal suture. 
Sufficient dressing to support the wound should be inserted into the 
vagina, and renewed frequently during the three weeks for which the 
patient is confined to bed. 


-VAGINAL HYSTERECTOMY. Sce HYSTERECTOMY, VAGINAL. 


VAGINISMUS.—The first thing to do is to temporarily interdict 
coitus and improve the patient’s general health, paying special 
attention to anemia if it exists. An examination of the vulva and 
vagina should always be made, if necessary under anesthesia. When 
examination reveals no apparent cause for the condition, a 10 per cent. 
cocaine ointment should be applied and a graduated series of vaginal 
dilators inserted. ‘This must be done by the surgeon himself twice a 
week, glass dilators being used and each one slowly inserted and 
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allowed to remain for a few minutes, Between her visits to the 
surgeon the patient must pass boxwood or vulcanite dilators for her- 
self, and lie down for one or two hours a day with the largest one she 
can introduce in place. When some cause is found, the treatment will 
depend on its nature. Vulvitis or vaginitis should receive appropriate 
attention. If a thickened or sensitive hymen or carunculae myrti- 
formes be found, a complete ring of tissue corresponding to the base 
of the hymen should be excised and the raw edges approximated with 
catgut sutures. Urethral caruncle or inflamed Bartholin’s glands will 
require excision. If the vaginal orifice is unduly narrow, a small 
median incision should be made into the perineum and a few silkworm- 
gut sutures inserted in such a way as to convert the vertical wound 
into a transverse scar. After any operative treatment coitus should 
be forbidden for two months and the patient made to wear a good-sized 
vaginal dilator daily. When coitus is again attempted, vaseline must 
be freely used and entrance gently effected. 


VAGINITIS.—Simple Vaginitis. Confine the patient to bed for 
from three to ten days according to the severity of the attack, and 
have her douched two or three times daily with Glycerin. Plumbi 31. 
in water a quart at blood heat. Sexual intercourse or any other cause 
of vaginal irritation should be stopped. 

Gonorrheal Vaginitts should be treated vigorously in order to lessen 
the chance of complications arising. In the acute stage the patient 
should be anesthetised, placed in the lithotomy position, and well 
douched with 1 in 2000 sublimate lotion. The vagina should then be 
dried through a Sims’ speculum and swabbed with 1 in 500 sublimate, 
and the cervical canal freely treated with the same by means of a dressed 
Playfair’s probe. Another douche of 1 in 4000 sublimate should then 
be given, and a strip of iodoform gauze soaked in glycerine inserted 
into the vagina. This gauze should be withdrawn within forty-eight 
hours and thenceforward 1 in 4000 (or weaker) sublimate douches 
should be given night and morning, the patient being kept in bed and 
the bowels and general condition attended to. 

Where the attack is not so acute, 1 in 2000 sublimate douches 
should be given three times a day for three days, and afterwards 1 in 
4000 douches night and morning. If pain and tenderness are so 
great as to make douching difficult, and if circumstances do not admit 
of an anesthetic being given, hot sitz baths of 1 in 4000 sublimate 
lotion may be used for two or three days till the symptoms improve, 
and then douching may be commenced. 

In many cases tenderness may be so great as to necessitate very 
weak solutions (1 in 10,000) of sublimate being used for douches and 
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sitz baths. In the case of douches used by the nurse or the patient, 
it 1s important that the douche reservoir should not be more than 
18 inches (45 cm.) or 2 feet (60 cm.) above the level of the patient’s 
pelvis, and that the nozzle should be short, viz. 2 inches (5 cm.) in 
length. 

Vulvo-Vaginitis in children is best treated by a warm sitz bath of 1 
in 4000 to 1 in 10,000 sublimate solution given night and morning. 
After each bath the vulva should be gently dried with a piece of 
surgeon’s lint, and dusted with an antiseptic powder. Calomel one 
part, and subnitrate of bismuth four parts, makes a very suitable 
powder. The dusting should be repeated two or three times a day 
after the child passes water. The lint used for drying the vulva 
should be burned immediately after use, and every care should be 
taken to prevent the child’s eyes from being contaminated by the 
fingers of nurse or patient, by the lint used for wiping or drying the 
parts, or by the bath or the water used for bathing. The child 
should wear a light diaper, which should be burned when soiled. 
While this plan will suffice for the treatment of the milder cases, it 
will have to be supplemented, in cases in which the inflammation has 
extended well beyond the hymen, by vaginal irrigation. The irriga- 
tion can be carried out by means of a fine catheter attached by tubing 
to a glass funnel. The catheter should be introduced just within the 
hymeneal orifice, and the warm sublimate lotion (1 in 4000 to 1 in 
10,000) poured into the funnel held at a height of a foot or two 
(30 or 60 cm.) above the level of the child’s pelvis. The irrigation 
should be practised night and morning after the sitz bath has been given. 

Membranous Vaginitis. Put the patient under anesthesia, and place 
her in the lithotomy position. Remove all ‘membrane,’ using a 
curette if necessary, and douche with 1 in 40 carbolic lotion. Then 
dry out the vagina, swab it with 1 in 10 carbolic acid in glycerine, and 
lightly pack it with iodoform gauze. In forty-eight hours remove 
the gauze, and commence regular douching night and morning with 
1 in 4000 sublimate lotion. At the end of eight or ten days make 
the patient wear a vulcanite ‘vaginal rest’ for an hour or two daily to 
prevent cicatricial contraction. The possibility of a diphtheritic 
infection should be kept in mind. 

Senile Vaginitis, which is usually accompanied by severe burning 
pain, discharge, and itching, and is often followed by the formation of 
vaginal adhesions, requires regular douching night and morning with 
1 in 4000 sublimate lotion. In addition to this the surgeon should 
himself see the patient once a week and pass a Fergusson’s speculum, 
into which he should pour some dilute acetic acid. The fornices 
should be well swabbed with the acid, and the vaginal walls should 


VERSION 237 


also be freely treated with it as the speculum is being withdrawn. 
The excess of the acid should then be washed away by a1 in 2000 
sublimate douche. The use of the dilute acetic acid may be abandoned 
as soon as the more severe symptoms have disappeared, but regular 
douching with a weak antiseptic should be continued till all signs of 
inflammation have gone. 


VERSION.—The-methods by which the presentation of a child may 
be changed are two, viz. Cephalic and Podalic Version. 
1. Cephalic version is the changing of the presentation into a head 


Fic. €5.*—EXTERNAL CEPHALIC VERSION (PINARD). 


presentation, and is indicated when there is an abnormal presentation, 
provided the following conditions are present: (1) No necessity 
for rapid delivery ; (2) nothing to prevent the child’s head from 
engaging in the pelvis; (3) no fixation of the presenting part. 

There are two ways in which version can be performed, by Wigand’s 
method (external manipulation) and by Braxton Hicks’s method (com- 
bined external and internal manipulation). 

(1) Cephalic version by external manipulation requires for its suc- 


* From Williams’s Odstetrics. Copyright 1903 by D. Appleton and Co, 
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cessful performance lax abdominal walls and unruptured membranes. 
An anesthetic may be necessary to overcome straining. The position 
of the child is first to be found by abdominal palpation. Then the 
head is to be pushed over the brim of the pelvis, and the breech to 
the fundus uteri (Fig. 85). Having done this the membranes are to 
be ruptured, and a tight binder applied to keep the child in position 
until the pains have had time to fix it in the brim. There is no use 
in thus performing version unless labour has already set in, because it 
would be impossible to keep the child in position without the aid of 
the uterine contractions to fix the head. 

(2) Cephalic version by combined external and internal manipula- 
tion must be performed before or soon after rupture of the membranes. 
The patient should be washed, douched, and, if necessary, anesthe- 
tised. The position of the child’s head should be ascertained by 
abdominal palpation. If it lies to the mother’s right, the left hand of 
the operator should be used in the vagina, and, if the head lies to the 
mother’s left, the operator’s right hand should be introduced into the 
vagina. The hand in the vagina is to be used to push up the pre- 
senting part out of the brim, and towards the side of the mother 
opposite to that on which the head lies. Meantime the other hand 
on the anterior abdominal wall presses the head down over the brim. 
The membranes, if still unruptured, are now to be ruptured. Finally 
a firm binder is to be put on, so as to retain the head in position 
until it becomes fixed in the brim. 

2. Podalic version is the operation of changing the original presenta- 
tion of the child into a pelvic presentation, almost invariably a foot 
presentation. It is indicated in (1) Face, Brow, and Posterior 
Parietal presentations ; (2) Prolapse of the cord sometimes ; (3) Pla- 
centa Previa; (4) Some cases of contracted pelvis; (5) Transverse 
presentations in which the conditions necessary for cephalic version 
are absent. 

Podalic version may be performed by three methods: External 
manipulation, combined external and internal manipulation, and 
internal manipulation. 

(1) Podalic version by external manipulation requires for its suc- 
cessful performance relaxed abdominal walls, unruptured membranes, 
and an unfixed presenting part. An anesthetic may be necessary. 
The position of the child having been found by abdominal palpation, 
the breech is to be manipulated through the abdominal walls until it 
is over the pelvic brim. The head is, at the same time, to be pushed 
to the fundus uteri. As soon as a satisfactory position has been 
obtained, the membranes are to be ruptured, and a firm binder 


put on. 
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(2) Podalic version by combined external and internal manipulation 
(bipolar version) is most frequently used in the treatment of placenta 
previa. The following conditions are necessary for its performance : 
relaxed abdominal walls, unruptured membranes, the presenting part 
unfixed, and the cervix sufficiently dilated to admit at least two 


Fic. 86.*—BIrPoLaAR PODALIC VERSION. 


fingers. The patient is to be anesthetised, placed in the lithotomy 
position across the bed, and well washed and douched. The position 
of the child having been ascertained by palpation, it is to be turned 
by external manipulation into a transverse position, with its back 
towards the fundus and its abdomen towards the mother’s pelvis. 
This brings the feet into the vicinity of the internal os. The whole 
hand is now to be introduced into the vagina. Two fingers are to be 


* From Williams’s Obstetvics. Copyright 1903 by D. Appleton and Co. 
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inserted into the cervix and the membranes ruptured. As the other 
hand presses down the breech, the foot can be seized between the 
fingers and brought into the vagina (Fig. 86). If the os be not dilated 
enough to allow the foot and fingers-to pass, the foot should be drawn 
down until the toes are in the internal os. The fingers should then be 
withdrawn, and used to press up the external os over the foot while 
the other hand presses the breech down. As soon as the foot can be 
grasped, it should be drawn down into the vagina. While the foot is 


Fic. 87.*—SrizurE OF Foot In INTERNAL PODALIC VERSION (TARNIER). 


being pulled upon, the head should be pushed up towards the fundus 
uteri by the hand on the anterior abdominal wall. 

(3) Podalic version by internal manipulation can be performed 
when the cervix is sufficiently dilated to admit the whole hand into 
the uterus, the presenting part not so firmly fixed as to be incapable 
of being safely pushed up, and other obstacles to version absent. 
Neglected shoulder presentation is the condition which most frequently 
requires it. | 

The patient is to be anesthetised, placed in the lithotomy position 


* From Williams’s Odstetvics. Copyright 1903 by D. Appleton and Co, 
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across the bed, and well washed and douched. The bladder should 
now be emptied, and the exact position of the child made out by 
palpation, so as to decide which hand to use. In transverse presenta- 
tions, when the legs are on the mother’s right, the right hand is to 
be used, and, when they are on the mother’s left, the left hand is to 
be introduced. In vertex presentations, the right hand is the one 
which is most generally useful. 

The hand, having been introduced, is to be passed over the anterior 
aspect of the child until the foot is reached (Fig. 87). Whichever foot 
is first met with should be brought down. As the foot is drawn into 
the cervix, the head is pushed up by the other hand on the abdomen. 
Should the head not rise readily, the second foot should be seized and 
brought down. Even this may fail, and then a clove-hitch on a piece 
of boiled bandage is to be slipped over the child’s ankle. This is to 
be pulled upon by the external hand, while the other hand in the 
vagina pushes the head upwards, and attempts to raise it out of 
the false pelvis (Fig. 88). When this fails, decapitation must be 
resorted to. 

When an arm is prolapsed into the vagina, a piece of boiled bandage 
should be slipped over it in a noose, so that during delivery of the 
body and head it may be prevented from becoming extended. 

It is important that the exact position of the child should be 
ascertained by abdominal palpation before any attempt is made to 
turn, so that force may not be expended in a wrong direction. The 
cervix may require some dilatation by Champetier de Ribes’ bag, or 
by hand, before the hand can be introduced into the uterus. It should 
be ascertained that the membranes are ruptured, otherwise the hand 
may be inserted between the membranes and the uterine wall, leading 
to hemorrhage and, possibly, the death of the child. All manipula- 
tions should be conducted with the utmost gentleness, lest the uterus 
be ruptured. 

Version should not be contemplated under the following circum- 
stances: (1) If a considerable portion of the feetus is expelled from 
the uterine cavity, and would have to be returned before version 
could take place, thus running a great risk of rupturing the uterus ; 
(2) if it is plain that perforation or embryotomy will be needed to 
effect delivery, even if turning were done; (3) if the membranes are 
long ruptured, and the contraction ring more than 24 inches (6°25 cm.) 
above the symphysis pubis. In such circumstances rupture of the 
uterus would be almost certain to result from an attempt to turn. 


VESICO-VAGINAL FISTULA.—Closure by operation is the only 
treatment. If it fails from extreme loss of tissue the patient must be 
Q 


Fia. 88.—INTERNAL PODALIC VERSION IN A CASE OF TRANSVERSE PRESENTATIO 


Showing the method of pushing up the head while the foot is being pulled down 
by means of a strip of gauze. 
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content to wear a rubber urinal. The instruments required are: a 
douche, a Sims’ speculum, a good scalpel, a toothed dissecting forceps, 
an assortment of small curved needles, a needle-holder, half a dozen 
pressure forceps, catgut and silkworm gut, a bladder sound, a catheter, 
and some sterilised milk. The patient, having been prepared for 
vaginal operation, is aneesthetised and placed in the lithotomy or 


Fic, 89,—VESICO-VAGINAL FISTULA. 
First stage of repair. 


other suitable position. If there is any difficulty in defining the 
fistula, some milk should be run into the bladder and the site of the 
leak located. The operation is done on the ‘flap-splitting plan’ as 
follows: The Sims’ speculum is passed, the vaginal walls caught in 
forceps at opposite ends of the fistula, and the opening brought within 
reach as far as possible. With the scalpel and toothed dissecting 
forceps an incision is made through the vaginal mucous membrane, 
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completely encircling the fistula and one-eighth of an inch (3 millimetres) 
from the edge (Fig. 89). This leaves a ring of vaginal mucosa around 
the fistula and gives a firm tissue in which the deep sutures are to be 
subsequently placed. A flap of vaginal mucous membrane is now to be 
raised from the bladder wall and turned outwards for about a quarter 
of an inch (6 millimetres or 4 centimetre) to give the necessary raw 
surface. With a fine curved needle and fine catgut a continuous suture 
is to be placed in the above-mentioned encircling ring of vaginal mucosa, 
so as to bring its opposite sides accurately together and invert it into 
the bladder by reason of the stitches penetrating it along its outer 
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Fig. 90.—VESICO-VAGINAL FISTULA. 


Diagram to show position of deep and superficial sutures. 


margin (Fig. 90). This should make a water-tight union when tested 
by the injection of 311. of milk (about 50 cc.) into the bladder. The 
raised flaps of vaginal mucous membrane are now brought together by 
interrupted silkworm-gut sutures, so inserted as to get as much raw 
surface as possible in contact (Fig. 91). A dressing of sterilised gauze is 
inserted. A Skene-Goodman catheter should be retained in the bladder 
for seven days, being removed and cleansed twice daily. The rubber 
tubing leading from the catheter to the receptacle under the bed 
should be supported by being attached to the patient’s binder, and should 
also be cleaned regularly to avoid its being blocked by mucus. The 
bowels should be kept regular. At the end of three weeks the 
sutures should be removed and the patient allowed to get up. 
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VOMITING OF PREGNANCY. See PREGNANCY, VOMITING OF. 


VULVA (Abscess of the) may occur in the connective tissues of the 
vulva or, more often, in Bartholin’s glands (Fig. 92). In the former 
case simple incision, hot boric fomentations, and 1 in 4000 perchloride 
irrigations once or twice a day will be sufficient. When the Bartholin’s 
gland is involved the method of treatment will depend upon whether 


Fic, 91.—V&SICO-VAGINAL FISTULA. 


Second stage of repair. 


the pus has escaped through the gland capsule into the surrounding 
tissues or not. If it has escaped the abscess should be incised and 
treated as above. If the pus be still within the gland, the whole gland 
should, if possible, be dissected out entire, hemorrhage controlled by 
a few deep catgut sutures, and the wound left to granulate under 
sterilised gauze dressings. This is the best course, but necessitates 
general anesthesia and a careful dissection. When such is impractic- 
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able the gland may be incised and the lining of the abscess cavity 
attached to the skin by a few catgut sutures, so as to ensure free 
drainage. 


VULVA (Cutaneous Diseases of the).—Hczema. Treat any rheu- 
matic, gouty, or diabetic tendency, and any condition of uterus or 


Fic. 92.*—RELATION OF BARTHOLIN’S GLANDS TO THE VAGINA 


(redrawn after Huguier). 


Both glands show inflammatory enlargement, and from the duct on each side a drop of 


pus is escaping. The glands are found in the lateral walls, or a short distance above 
the fourchette. 


bladder which may be a source of irritation. Forbid scratching. 
Remove all scales or crusts by the use of compresses and stupes for 
twenty-four hours, wrung out of a salicylic and boric lotion made as 


* From Kelly’s Oferative Gynecology. Copyright 1996 by D, App'eton and Co. 
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follows: BR Acid. Salicylic. 31, Acid. Boric. 31. M. ft. pulv. Sg. one 
teaspoonful in a quart of hot water. In the dry forms the skin should 
be well smeared two or three times a day with this ointment: RB 
Unguent. Hydrarg. Ammoniat. 3ss., Lanolin 31. M. ft. unguent. 
In the moist forms, where all crusts have been softened and removed, 
the surface should be dried and dusted two or three times daily with 
bismuth and calomel powder, e.g. K Bism. Subnit. 3 ss., Calomel 31. 
M. ft. pulv. When pain or itching is a prominent symptom the 
following ointment is one of the best: B Ichthyol. 3 1, Unguent. 
Conii. Ziv. M. ft. unguent. Sg. to-be used two or three times 
a day. 

Elephantiasis requires excision with the scalpel, hemostasis, and 
suture of the wound with boiled silkworm gut. When there is 
evidence of active syphilis, antisyphilitic treatment should be at once 
commenced, 

Erythema. Rest, cleanliness by means of boric and salicylic douches 
(see Eczema), and the use of calomel and bismuth dusting powder 
(see Eczema), are the essentials. 

Herpes. uininae Sulph. gr. u. three times a day, rest, bathing and 
douching with Acid. Salicylic. 311, Acid. Boric. 311. M. ft. pulv. 
Sg. one teaspoonful to the pint of hot water, and the application of 
Unguent. Zinci, meet the indications. During the painful stage a 10 
per cent. solution of cocaine may be used occasionally, dabbed over 
the affected area with a little cotton wool. 

Kraurosis Vulvae is a condition in which the external genitals 
atrophy and the vestibule shrinks. The skin becomes thin and 
smooth, and the sebaceous and sweat glands few and small. There is 
excessive irritation, pain, and tenderness. Among the most useful 
applications for affording temporary relief are: BR Extr. Belladonnae 
Virid. 31., Aq. Ferv. 31, Glycerini 3 vii. M. Sg. to be painted with 
a camel’s-hair brush over the affected area three or four times a day ; 
or B Acid. Acetic. Dil., Glycerini aa. 31., Lot. Acid, Carbolic. 1 in 20 
%x. M. ft. lotio. Sg. to be applied on a strip of gauze three or four 
times daily. More radical treatment consists in anesthetising the 
patient and painting the diseased surface with Glycerin. Acid. Carbolic. 
and subsequently dressing the raw surface with Unguent. Zinci, or in 
excising all diseased tissues under anesthesia and suturing with 
boiled silkworm gut. 

Lichen Ruber requires the administration of Liq. Arsenicalis m. ii. to 
m. Vv. in water thrice daily after food. 

Pruritis. See PRURITUS VULVAE. 

Syphilis may show itself as chancre, mucous plaques, leukoplacia, or 
condylomata. The treatment consists in rest, the administration of 
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Liq. Hydrarg. Perchlor. 3ss., Pot. Iodidi gr.v.,.Dec. Sarsae Co. 3 ss. 
three or four times a day after food ; and vaginal douches of 1 in 4000 
sublimate solution night and morning, followed by the application two 
or three times a day to the affected area of a strip of gauze soaked in 
Lotio Hydrarg. Nigra. When the healing is sufficiently advanced to 
admit of movement, Unguent. Hydrarg. Subchlor. should be applied 
two or three times a day. 

Tuberculosis (Lupus). When tubercle bacilli can be demonstrated, a 
course of tuberculin injections should be given, and, when possible, the 
affected tissues should be excised. 

Before commencing the tuberculin injections the patient’s opsonic 
index should be ascertained. The number of injections should be 
controlled by observations as to the state of the opsonic index. 

Vulvitis Pruriginosa. For the relief of irritation douching the vagina 
and bathing the vulva with boric and salicylic lotion should be 
resorted to: BR Acid. Salicylic. 3 ii1., Acid. Boric. 311. M. ft. pulv. Sg.a 
teaspoonful in a quart of hot water to be used with the douche and to 
bathe the affected parts ; in addition lead and opium may be applied 
by means of a strip of gauze: B Liq. Plumbi Subacetat. Fort. 311., 
Tr. Opii Z1iss., Aq. ad 3x. M. ft. lotio. Sg. to be mixed with equal 
parts of boiling water and applied on gauze as directed. Excision of 
the diseased area is the proper treatment for severe cases of chronic 
vulvitis pruriginosa. After preparation of the skin and the adminis- 
tration of an anesthetic, the area to be excised should be outlined by 
two lateral incisions meeting above and below. From their meeting- 
point below a circular incision should be carried round the vaginal 
outlet and above the urethra. The whole thickness of the skin thus 
outlined should be dissected off from above down, the labia minora 
and body of the clitoris being removed with it. The arteries should 
be caught in forceps as the dissection progresses. Later on these 
vessels are to be tied with boiled catgut. The wound is then to be 
closed by means of boiled silkworm-gut sutures. 


VULVA (Cysts of the) should be removed. 

a. Cysts of Bartholin’s gland should be incised. When the contents 
have escaped the cyst wall should be peeled away with the scalpel from 
its connections, the bleeding controlled by catgut satures inserted by 
means of round curved needles, and the edges of the wound roughly 
brought together by a few silkworm-gut sutures wide enough apart to 
allow exudation to escape. This small operation should always be 
done deliberately under anesthesia, so as to ensure complete hemo- 
stasis. Round needles should be used in preference to the ordinary 
triangular curved needle for inserting the deep catgut sutures, other- 
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wise hematomata are likely to form about the track of the needle. 
The patient should remain in bed for a week. 

b. Mucous cysts should be opened and their cyst walls dissected out. 

c. Sebaceous cysts require to be treated in the same way. 

d. Hydrocele of the canal of Nuck. The cyst should be cut down 
upon, isolated from surrounding structures, and removed. 


VULVA (Erysipelas of the) usually comes on after labour and 
should be treated in the same way as erysipelas of any other part of 
the body. It is important that no vaginal examination should be 
made or vaginal douching done in these cases, lest the infection be 
carried up. Wounds or lacerations about the perineum or vulva 
should be irrigated two or three times a day with | in 2000 sublimate 
lotion at the temperature of the blood. 


VULVA (Gangrene of the) requires general attention to nutrition 
and maintenance of strength; cleanliness by means of 1 in 4000 
warm sublimate irrigations three or four times a day; hot boric 
fomentations ; and morphia, if necessary, to relieve pain. Sloughs 
should be allowed to separate of themselves, and not be pulled off. 

Preventive treatment is sometimes possible, as when the gangrene 
results from long-continued pressure of the head in the third stage of 
labour, or from the clumsy use of instruments. In other cases due to 
cedema, cellulitis, erysipelas, and complications of the exanthemata, 
preventive measures are, to some extent, possible. In noma vulvae 
and phagedenic ulceration prophylaxis is out of the question. — 


VULVA (Hematoma of the) should be treated by rest in the 
recumbent position, and the application of an evaporating lotion, e.g. 
BR Spt. Rectificat. 31., Aq. Ziv., Liq. Plumbi Subacetat. Dil. 3v. M. ft. 
lotio. Sg. to be applied every three hours on a single layer of lint. 
When pain and tension have lessened this treatment may be stopped 
and the patient kept quiet in bed until the blood is absorbed, which 
will be in about two or three weeks. As a rule a hematoma should 
not be incised, but under two conditions such a course may be neces- 
sary: (1) when the tumour has attained considerable dimensions and 
is continuing to rapidly enlarge, and (2) when a large hematoma 
forms an impediment to labour. In such cases the tumour should be 
freely incised, the blood-clot rapidly removed, the bleeding points 
controlled temporarily by pressure, and a few deep catgut sutures 
applied so as to secure the vessels. The cavity should then be irri- 
gated with 1 in 4000 sublimate lotion and a pad of sterilised gauze 
and wool applied. Sometimes a hematoma suppurates. As soon as 
signs of suppuration appear hot boric poultices under jaconet should be 
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‘applied for twelve hours or more. The treatment will then be that of 
a vulvar abscess. 


VULVA (Inflammation of the). See VULVITIS. 


VULVA (Injuries to the).—Jnjuries result from accidents, coitus, 
or childbirth, and require suture with catgut or silkworm gut when 
they take the form of lacerations or ruptured varicose veins. Fractures 
of the pubic bones necessitate absolute rest and the application of a 
firm binder. For Hematoma, see VULVA (HLAMATOMA OF THE). 


VULVA (Kraurosis of the). See VULVA (CUTANEOUS DISEASES OF). 


VULVA (Gdema of the) may occur in the course of an attack of 
vulvitis, and will then require rest in bed, hot fomentations, and the ; 
use of saline aperients to moderately relax the bowels. It may be 
secondary to the pressure of a pelvic tumour or an inflammatory deposit, 
when treatment must be directed to the cause. It may come on from 
pressure of the uterus during pregnancy, and if it does not yield to 
rest in the recumbent position with the foot of the bed raised, it may 
be necessary to insert a few Southey’s needles into the vulva to give 
temporary relief: occasionally premature labour may have to be 
induced, but such a necessity seldom arises. Cidema of the vulva in 
cases of renal, cardiac, or hepatic disease will require the general 
treatment appropriate to the case, and perhaps local puncture with 
Southey’s needles. Cleanliness and good nursing are essential to 
prevent gangrene. 


VULVA (Tumours of the), as a rule, require removal under anes- 
thesia. The different varieties of tumour should be dealt with as 
follows :— 

Angeiomata seldom need interference, but when they do should be 
subjected to electrolysis. 

Carcinoma, commonly squamous, rarely glandular from Bartholin’s 
gland, should, when possible, be freely excised together with the 
glands in the affected groin or groins. The ulcerated surface of the 
growth should be covered by a piece of gauze fastened to the skin by 
three or four pairs of forceps. ‘The skin of one or both groins should 
be cleansed, and a narrow triangle with its base towards the tumour 
and its apex over the outermost inguinal glands be mapped out by 
incisions on one or both sides as may be required. This triangle of 
skin, together with the glands and surrounding fat, should be raised 
from the fascia lata from its apex to its base, the base being left 
attached. All the bleeding having been stopped, the skin edges should 
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be united by a few interrupted sutures of boiled silkworm gut. ‘The 
ends of the skin incisions are now to be prolonged around the vulvar 
tumour, removing as much of the surrounding skin as possible, and 
taking away all the tissues down to the bone and fascia. During the 
removal of the growth pressure forceps are applied to spouting vessels, 
and when removal is complete the arteries are to be secured by fine 
ligatures of boiled catgut. A stream of 1 in 4000 sublimate lotion 
should be directed on the raw surface till all clot and débris have been 
washed away, and the skin edges should then be united to each other 
and to the vaginal mucous membrane by interrupted sutures of boiled 
silkworm gut. Wherever suturing involves any strain, the wound may 
be left to granulate. If the urethra should have been cut across, its 
mucous lining should be sutured to the adjacent skin or vaginal mucous 
“membrane. Frequent changes of dry sterilised gauze dressing and 
irrigation with 1 in 4000 sublimate lotion after micturition will be 
required. 

When the growth is too extensive to permit of removal, pain will 
have to be relieved by hypodermic injections of morphia, and the local 
symptoms alleviated by frequent 1 in 4000 sublimate irrigations and 
dressings of unguentum eucalypti. In these hopeless cases destruction 
of the growth by caustics is worth doing, even though the result be 
only temporary. For this purpose Astley Cooper’s ointment (BR Acid. 
Arsenios. 31., Sulphur. Sublimat. 31, Unguent. Cetacei 31.) applied on 
lint for twenty-four hours, or Acetic Acid 3i., Sterilised Water 3 vi., 
mixed and injected into the tumour at several places on successive 
days by means of a hypodermic needle, are the best. The possibility 
of the arsenic being carried along the infected lymphatics is in its 
favour (J. J. Austin in a personal communication to author). 

Fibromyomata are easily enucleated or, when they have a pedicle, 
amputated. i 

Lipomata should be enucleated. 

Myxomata can be readily excised, being usually pedunculated. 

Papillomata may be simple or venereal in origin. Ordinary warts 
should be snipped off with scissors and then have their bases touched 
with the solid stick of nitrate of silver. Venereal warts should be 
vigorously treated by the application of lotio hydrarg. nigra on 
strips of lint and by vaginal douches of 1 in 4000 sublimate night and 
morning, the patient being kept in the reclining position. Should 
they not rapidly disappear under this treatment, they should be shaved 
off and have their bases touched with solid nitrate of silver, the lotio 
nigra and douches being subsequently continued till healing is 
complete. 

Sarcoma (Melanoma) requires free excision when possible. 
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VULVA (Varix of the) requires rest in the horizontal position and 
regulation of the bowels by sodii sulph. effervesc. or other saline 
aperient. Where there is anemia, iron will be required. Attention 
should be directed to the cause. Cardiac or other general disease 
should be treated; tumours causing pressure must be, if possible, 
removed; and pregnancy will necessitate prolonged recumbency. 
When the varix is very large, and danger of its bursting and causing 
serious hemorrhage during labour is feared, the pregnancy may be 
terminated by inducing labour, but with prolonged rest such an 
extreme measure is seldom required. Should rupture of the vein 
occur during labour, pressure should be at once applied and a catgut 
suture inserted as soon as possible. If a varix fails to improve after 
delivery under rest, iron tonics, and saline aperients, and remains 
large enough to cause much discomfort or fear of its bursting, it must 
be excised under anesthesia, and the wound sutured with catgut and 
silkworm gut. 


VULVITIS (Simple).—Treatment consists in rest, thorough cleanli- 
ness by means of vulvar irrigation, and, when it can be borne, vaginal 
douching two or three times a day with 1 in 4000 warm sublimate 
lotion. In the acute stage hot boric fomentations should be employed. 
When the symptoms begin to subside, the parts should be well dried 
after each douche and freely dusted with the following powder, B Zinc. 
Oxid. 3.ss., Pulv. Amyli 311. Intercourse must be prohibited. After 
the attack has passed off, uterine discharges, thread-worms, or any 


other source of irritation should be removed, and excessive intercourse 
forbidden. 


VULVITIS (Infective).—Absolute rest in bed should be insisted on. 
Cleanliness is essential, and may be attained by vulvar irrigation and, 
when the patient can bear it, vaginal douching with 1 in 4000 warm 
sublimate lotion, or by warm sitz baths of the same strength of subli- 
mate two or three times a day. So long as the surfaces are raw and 
tender hot boric fomentations should be applied and renewed every 
three or four hours. When tenderness has disappeared and suppurating 
surfaces granulated the parts should be carefully dried after each bath 
or douche, and dusted with an antiseptic dusting powder, or in gonor- 
rheeal cases with the following: B Calomel 3 u., Bism. Subnit. 3 iv. 
M. ft. pulv. Intercourse must in all cases be interdicted until the 
patient is quite well. In severe attacks the knees should be separated 
and supported in the flexed position over a pillow. During the acute 
stage the bowels should be kept free by 31. or more of sodii sulph. 
effervesc. given in water the first thing in the morning, or by an 
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appropriate dose of an aperient mineral water. The urine should be 
diluted by the free use of milk and barley water, or milk and soda 
water, and, when the urethra is painful, the urine should be rendered 
alkaline by the following: BR Pot. Citrat. gr.xxx., Urotropin gr.v., 
Tinct. Aurantii 31., Aq. ad 3 ss. three times a day after food. Whether 
the case be of gonorrhceal or septic origin the patient should take a 


Fic. 98.—WALCHER’S HANGING POSITION. 


mild iron preparation for two or three months after the attack. Ferri 
Ammon. Cit. gr.v. and Dec. Aloes Co. 3 ss., or less, three times a day 
after food does well with most patients. 


For the treatment of complications, see VULVA (ABSCESS OF THE), 
etc. 


VULVITIS (Diphtheritic) requires the ordinary antitoxin treatment 
of diphtheria, and locally vulvar irrigation three or four times daily 
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with 1 in 2000 biniodide of mercury lotion at blood heat. In many 
cases of membranous vulvitis the diphtheria bacillus is not present, and 
streptococci are the cause. Local douching and irrigation with 1 in 2000 
biniodide lotion and general tonic treatment will then be necessary. 
In severe cases it is necessary to guard against atresia occurring as a 
result of destruction of the tissues. ‘To this end it may be necessary 
to pass a catheter into the vagina every day until healing is complete. 


WALCHER’'S POSITION.—This position is useful in midwifery when 
a slight temporary enlargement of the conjugate diameter is required. 
The patient is placed on her back across the bed, with her hips as far over 
the edge of the bed as possible, so as to let her legs hang down without 
any support (Fig. 93). The sacrum rests on the edge of the bed, and the 
weight of the unsupported lower limbs is transmitted to the pelvis 
through the ilio-femoral ligaments. The result is that the innominate 
bones are drawn downwards by the weight of the limbs as far as the - 
movements at the sacro-iliac joints will allow. Rotation round a trans- 
verse axis passing through the sacro-iliac joints occurs, and permits the 
symphysis to lie at a lower level than it normally does, thus increasing 
the true conjugate to the average extent of two-fifths of an inch 
Ob Git) 


WHITE LEG. See PHLEGMASIA ALBA DOLENS AND PHLEBITIS. 
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Complete laceration of perineum, : 
Complications of hysterectomy for cancer, : 
=f of metritis, 
%5 of pregnancy, 
o of pubiotomy, 
ss of puerperal eclampsia, 
3 of puerperium, 
of salpingitis, 
of twin deliveries, 
Compression of aorta in post-partum hemorrhage, 
. », head, ‘ ‘ . ‘ 
Conical cervix, é 
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Constant current in dysmenorrhea, 47 
Consulting-room, arrangement of, 25 
Contracted bladder, : é : ! : By 

of pelvis, : ; : ; LO; 103, Retiye Me Wee 
Contra-indications to version, : 241 
Convulsions, puerperal, Ly 
Copeman’s method in hyperemesis, 78 
Cord, prolapse of, : 198 

» rupture of, : , 93 
Corpus uteri, malignant disease of, me Ol vcles 
Cranioclast, : 44 
Craniotomy, 28, 30 

* forceps, 28 
Cranium, perforation of, 28 
Crotchet, 51 
Curettage, 30 
Curette, dangers of, ‘ : ‘ 5 ; ios 

» flushing loop, : ; : ; Wea ey ees TER 

- use of, in fibrosis of uterus, , s : : bala 
Curetting, 30 

a for dysmenorrhea, 47 

2 for membranous dysmenorrhea, 49 

. for puerperal saprzemia, 181 

. for septic endometritis, 179 

3 in acute metritis, 107 

in secondary post-partum hemorrhage, 72 
Gataneons diseases of vulva, 3 A 246 
Cystic ovaritis, 1295132 
Cystitis, ; 34 
» a cause of pruritus salve. : 169 

» asa result of incarceration of the retroverted gravid Teena 229 

» tubercular, ? : 38 
Cystocele, 38, 95, 165 
Cystoscope, Alpareate 8, 53 
Cystotomy, vaginal, : 92 
Cysts, Gartnerian, . 39, 233 

,, of Bartholin’s glands, 248 

3 Of OVArY, 133 

a OL Vagina, =. 233 

“aeOL vulva, 248 

5 parovarian, 133 

papillomatous, of ovary, 132 

f Cyto- lysin’ in puerperal eclampsia, 174 
DANGER of fractures in transverse presentations, : : 143 
es ,, injuring bladder and ureter, : + 16,°315°126, tosn194 

" malignant infection of pelvis i in eects : 81 

Dangers of curetting in abortion, : . 9 
" ,, the curette, : 33 

< See: 5 in hydatidiform mole, 24 
atone: ef ,, puerperal sapreemia, 180 

Death, causes of, in incarceration of the retroverted gr avid uterus, 229 
Decapitation, " 40) 
Decapsulation of kidneys j in puerperal eclampsia, 174 
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Deficiency of milk, : , : ‘ : : 181 
Degrees of pelvic poeesonion : : , é ' 135, 137 
Delivery obstructed, , ‘ aa 42 
3 of head in pelvic presentations, : ; 144 
Dermoia tumours of ovary, : : ‘ : : 128 
Deschamps’ needle, F ; ; ; ; ‘ .-80, 218 
Diabetes in pruritus vulvae, : : ’ ; , 169 
Diet after ovariotomy, ; ; ‘ ; ; : 124 
Dilatation of cervix for dysmenorrhea, : : : 47 
- 6 > imabortion; , : ; ; : 10 
yen. 3H ee bows , : : : 103 
Daacoe Bozzi? Savon ay 
< three-bladed, for removing foreign bodies i in uterus, : : 219" 
Dilators, Duncan’s, . : 5 : ; : : az 
es hydrostatic, ; : : ‘ : : 17 
- metal, with expanding limbs, : : Ady 29 
vaginal, : : ; ‘ : 125 1, 7A, 234, 235 
Diphtheritic - vulvitis, : ‘ : : . 253 
Disease of heart causing abortion, , E : ; 2 
ar » kidney ,, : ‘ ; : 2 
Displacement of uterus causing abortion, : : 2 
Douches in uterine therapeutics, . ‘ : : : : 209 
Douching, ante-partum, . ; : : : : : 76 
. post-partum, . ; ; ; 76 
Doyen’s method of performing pan- -hysterectomy, ; : ; 83 
Drainage after enucleation of parovarian cysts, . : : : 133 
@ in abdominal section, . ; : : : : 1 
ss of bladder, ; ; ; : : : : of 
Duncan’s dilators, : ; : ; : ; : 32 
Dysmenorrhea, . : ‘ ; é : . 44 
a due to peri-odphoritis, . : ; ; 153 
membranous, . : : : , 49 
Dyspareunia from painful caruncle of hymen, : : 74 
Dystocia from anteflexion, : : ‘ : . 12 
ECHINOCOCCUS colonies of pelvis, | ; . 146 
cysts of vagina, 5 ; : é ‘ 233 
Eclampsia gravidarum, . ‘ ; d : : 2 49, 172 
e puerperal, : ; ‘ : ‘ ‘ = howl 
53 an indication for inducing premature labour, 103 
Hezema of vulva, . , : ; : : 246 
Electricity in amenorrhea, ; . : : : 11 
,, dysmenorrhea, ; i : é 47 
Electrolysis for angeiomata of vulva, : : 241 
- in uterine therapeutics, 5 ; : : : oy, 
Elephantiasis of clitoris, . : ; : 25 
ys Vulva,- . : : : : 2 247 
Embolism after ovariotomy, : : : ; ; : 126 
as Abie. vg : , ' : : 49 
s pulmonary, . : ; : : 50 
a systemic, : : , : i : ; 50 
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Emmett’s operation for lacerated cervix, 
Emptying of uterus in ante-partum hemorrhage, 
Endometritis, 


. a cause of abortion: 

” ” ” ” sterility, 

ss is os SUbINvolation, 

a chronic, ; 
F complicating salpingitis, 

~ putrid, 


septic puerperal, 
Endometrium, cauterisation of, 
Enterocele of vagina, 
Enucleation, abdominal, of uterine fibroids, 
+ of parovarian cysts, . 

Ergot as a cause of abortion, 
Erosion (adenomatous disease) of cervix, . 

$5 of cervix during pregnancy, 
Erythema of vulva, é : 
Escape of intestine following rupture of uterus, ; 

» 4, pus during removal of pyosalpinx, 
Essentials in application of pessaries, 
Evacuation of cerebral contents, . 
Evisceration, 
Examination of patients, instruments for, : 
Excessive size of foetus causing obstructed delivery, 
Excision of Skene’s glands in urethral caruncle, . 
External cephalic version in transverse presentations, 

- podalic version, . 

., version, . 

eaeeOr pelvic pr esentations, 

Extraction of crushed head, 


Face presentations, : : ; 
A . application of forceps in, . 
a craniotomy in, 
it rotation of, in pelvic presentations, 
Fecal fistula after ovariotomy, 
Fallopian tube, adenoma of, 
ee 7 satresiaol, 
‘ » carcinoma of, 
- ,  deciduoma malignum of, 
,, inflammation of,. 
pregnancy in, 
Pence Aeeunce as a cause of emienorinen 
Fergusson’s speculum, 
Fever, puerperal, . : 
prevention of, 
Fibroid polypi of uterus, . : ; 
* ie during pregnancy, 
Fibroids of ov ary, : : 
& uterine, . : : : : 
. e accompanied by profuse secretion, 
“t ‘ as a cause of abortion, . 
‘, s during pregnancy, ; 
3 +5 myomectomy, abdominal, for, . 
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Fibroids, uterine, removal of, per vaginam, , ; : : 203 
Fibromata of ovary, ‘ , : : : 128 
Fibromyomata of uterus, . ; ; 4 : 203 
eVUlva; . ; : ; : : 249 

Fibrosis of ovary, ‘ : : ! ‘ : 128 
- , uterus, : f = iy 
Finger, inefficiency of, for clearing out aborting uterus, ; : 202 
Fistula, fecal, after ovariotomy, . : : ay 
a recto-vaginal, k : ; : : : : 184 

» . uretero-vaginal, . ; ; 200 

i utero-vesical, ; : 4 : , ; 212 
vesico-vaginal, . : : 37, 92, 241 

Flap- splitting for vesico-vaginal fistula, : : a= : , 243 
Flattened pelvis, . 136, 170 
Flushing loop curette in ante- -partum hemorrhage, : : 67 
Ie - o i Fe mastitis, . : : 5 106 

3 post- partum hemorrhage, ; : 68, 72 

Foetal causes of obstr ucted delivery, ‘ ' ; 43 
,, heart-rate as an indication for use of forceps, : : ae 59 
Foetus, excessive size of, obstructing delivery, . ; : 43 
» malformations of, . hg: ; rn : : 43 
Follicles, Nabothian, . : ‘ - : : In0) 210 
Fontanelle presentations, : : : : 57 
Food in labour, . : F E : 3 : ; 98 
Forceps, . ‘ ; : ; a : : 57 
., application of, . 2 ; , , : 59 

WA % ,, after pubiotomy, . ; : : : Iya 

¢. es ., In brow presentations, . : : 2 16268 

ee ne , In face presentations, . : ; 62 

- = ,, in occipito-posterior positions, . - of5 62 

a - ,, 1n pelvic contraction, : ; : ; 135 

= a ,, In prolapse of the cord, . : ; : 199 

- ,, in uterine inertia, , ; : ore 58 

.. ,, to after-coming head, : ; : : 146 

,,  axis-traction, Neville-Barnes’, . : : : geld, iy 
Barnes’, . A : : ; é : ) 57 

ss cramionoiiys : ; : , : : ‘ 128 

»»  Gesecription of, . ; : ; : : : Syl 

»» indications for use of, . : ; : 58 

»,  Neville-Barnes’ axis-traction, . : : onl oe Ov 
ovum, Lawson Tait’s, - . , : : : = Od 
Fowler’s position, ; », | 86; 140, 179 
Fractures in pelvic presentations, : : : 143 
Frequent pregnancies a cause of superinvolution, : : : 231 
GALACTORRH@A, . ; . , , ; =) 8 
Galvano-cautery in uterine therapeutics, . : ; é ; 212 
Gartnerian cysts, . : ’ ; , 39, 2o0 
Generally contracted pelvis, : : 137 
Genital canal, atresia of, : : : 12 
Gestation, tabae : : ; : : ; ; : 195 
Glands of Bartholin, abscess of, . : : ‘ ; ; 245 
me om carcinoma of, d : : : ; 251 

Sal te ee : ; : , : ; : : 169 


Gloves, use of, ; ; : 2 : 64, 157 
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Glycerine pessaries, 

is tampons in erosion of cervix, 

. » in salpingitis, 

ap in subinvolution, 
Gonorrhea, a cause of odphoritis serosa, 
,, > 99. 55 Uterine disease, 

,, complication of labour, 
» mercurial inunction for, 
Gonorrheal inflammation causing atrophy of uterus, 
of Bartholin’s glands in pruritus, 


9 


59 39 

ms metritis, 

- vaginitis, 
Gravid uterus, hernia of, 
inennecration of retroverted, 
in ovariotomy, . 

-,, prolapse of, ; 
Gynecological operations, preparation of patient for, 


39 Lt) 


9 99 


H.®MATOCOLPOS, . . ; : 
Hematoma of ovary, 

” 9 vulva, ‘ . 

. oe », an indication for forceps, 
.Hematometra, : 
Heematosalpinx, 


Hemorrhage, accidental, 

after curetting, 

after ovariotomy, 

after pelvic operations, 
after pubiotomy, 

35 ante-partum, j 

- complicating abortion, 

due to rupture of hymen, . 


* from deciduoma malignum, 

is from uterine fibroids, 

As post-partum, : 

3 post-partum in uterine inertia, 


unavoidable (placenta preevia), 
Hemorrhoids during pregnancy, . 
Hemostasis in pan-hysterectomy, 
Hand and foot prolapsed together, " 
Head, after-coming, application of forceps to, 
- . perforation of, 
5, compression of, 
, delivery of, in pelvic presentations, 
, extraction of, ; 
» perforation of, in brow presentations, 
Heart, disease of, causing abortion, 
S o , complicating pregnancy, 
a5 in labour, . 
Hebosteotomy, 
Hebotomy, 
Hegar’s dilators, 
Hepatic cirrhosis, a cause ‘of abortion, 
Hernia of gravid uterus, . 
pee OVaLYs 
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Hernia, vaginal, . ; : 234 
Herpes of vulva, . : ; ; 247 
Higginson’s syringe, ; : ‘ : 18 
Hodge’s pessary, . ‘ : : «2225 226, 227 
Hour-glass contraction of ‘uterus, ; : 157 
Hydatidiform mole, i : ; xe D4, 21 
Hydatids of pelvis, ; or : ; eS 146 
Hydramnios, 2 ; : 72 
Hydrocele of canal of Nuck, ’ we ‘ : ‘ : 249 
Hydrocephalus ea delivery, ; ; : ‘ : 43 
Hydroperitoneum, : ‘ : : . 73 
Hydrorrhea gravidarum, ; : 3 
Hydrosalpinx, . : : : , hee 
adenoma in, t : F 55 

Hydrostatic dilators, : : ; Ser Foe ‘ 17 
f vaginal dilator, ‘ ; ' : . 228 
Hymen, diseases of, E f : : ; : : 74 
» imperforate, ‘ Maer oo ee : Z 74 

. _ a cause of econ ; ‘ ‘ are ae 
Hyperemesis gravidarum, ; 75 
% e as an indication for inducing abortion, 10 

si aes 5 % >, premature labour, 103 

Hypertrophy of cervix, : ; ' 20 
Hysterectomy, abdominal, for paneen : : é . 79, 164 
a combined abdominal and vaginal, ; : : 81 

Y Fe . for sarcoma, . : 229 

4 complete sis ae , ; : : ; 82 

i Kelly’s method of, : : ‘ , : 85 

i partial vaginal, for cancer, ‘ : a7 

0 supravaginal, ; : : 83 

me vaginal, . : ‘ : : : : 86 

as » for deciduoma malignum, : ; : 42 

* Zs ,, fibrosis of uterus, s ; : -: et 

KE ‘ » garcoma, : ‘ : : : 229 
Hysteropexy, ‘ : ‘ - F : : : 88 
Hysterotomy, . : : : ; 915,206 
IcTERUS, dees pregnancy, 160 
Impacted breech, : : : : 14 
eho aldor : , 187 
Imperforate hymen, ; 74 
a causing rence : : : : ll 

Implantation of ureter for uretero-vaginal fistula, : ; 200 
Incarceration of retroverted gravid uterus, ‘ : : : 228 
Incision of cervix, : ‘ : ; , : 16 
Incomplete abortion, : : : aD 
fe laceration of perineum, : . 148 
sexual intercourse a cause of sterility, : ; p 188 
Indications for cephalic version, . ‘ ‘ : ; 237 
for Cesarean section, ; : : ; ; . 22 

* for decapitation, ; : 40 

P for emptying uterus in ante- -partum hemorrhage, 67 

45 for evisceration, . : ; ‘ : : 51 

for inducing porcu, F ; : : 10 


ay for inducing premature labour, ‘ : : ; 103 
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Indications for podalic version, . 4 : ; ; : ty 238 
oA ,, post-partum douching, . f ; j ; Wve 

», use of forceps, . 3 ; ; : 59 

Indigestion during pregnancy, . ; : ; ; 160 
Induction of abortion, . ; : . 10, 163 
be premature labour, . ae YES 103, 136, 159, 160, 161, 163, 164 

Tecra of uterus, : 208 
ee PA st earn age for use of forceps, ; . : 59 
Inevitable abortion, ‘ : : ; : 4 
Infection of pelvis, malignant, in hysterectomy, : : 81 
Infective vulvitis, ; : 4 a ; : 252 
Inflammation of Bartholin’s glands, A : : : 245 
$ of clitoris, . : : ; : : 25 

sf of Fallopian tube, . : : : : 185, 232 

of ovary, . : : ; : ; : 129 

~ of uterus, . : : ; : F : 106 

A of vagina, . : : ; ; : : 235 

of vulva, . ; ; ‘ ; ‘ ‘ 252 

Inflating proctoscope, 3 ; ; : 53 
Infundibulo-pelvic ligament in hy sterectomy for cancer, : é is 
Injections, intra- uterine, ; 107, 109 
Injury of bladder in abdominal hysterectomy for cancer, : : 81 
, of bladder in supravaginal amputation of cervix, ; ; 20 

, of bladder in symphysiotomy, . ‘ : : 194 

,, of omentum after perforation of uterus, . : : : 220 

» of ureter in ovariotomy, . . . 126 

» of ureter in removal of myoma of broad ligament, ; 15 

» of ureter in removing parovarian cysts, . : : 133 

,» of ureter, prevention of, in hysterectomy for cancer, : : 80 
OL vagina, . : ; ‘ : ‘ : 234 

5, Of viscera in ovariotomy, 5 : : ; f ; 126 

of vulva, . , ; : , ; : , 250 
Insanity, puerperal, ; 2 : : ; - 91 
Instruments for abdominal operations, : ; 116 
5 for examining patients, : : ‘ : : 53 

e for removal of fibroids per vaginam, : ; ; 204 

. for removing urethral caruncle, : ; ; : 200 

- for repair of vesico-vaginal fistula, . : . ; 243 

ss for supravaginal amputation of cervix, : : k 20 

for treatment of lacerated cervix, . : : : 20 
Intermenstrual pain, : : : ; : 91 
Internal podalic version, . : ‘ 238 
» in transverse presentations, : : : 194 

Interrupted current i in amenorrhea, : ; : : ‘ 1] 
Intestinal obstruction following ovariotomy, . : : ; 126 
Intestine, escape of, after rupture of uterus, . : ; : 229 
protrusion of, in vaginal injuries, : : : : 234 
Intra-uterine catheter, Budin’s, . : : : ; : 8 
5 * injections, . : ; : : » 104, 105,214 

% s is of perchloride of iron, . : ; al 

i ie medication, : : ; , 210 
Inunction, mercurial, in chronic salpingitis, : : : 186 
s i in gonorrhea, : : : : : 211 

ie RB in odphoritis, : ; : : . bal 

a in uterine therapeutics, . ; ‘ , 171 


Tirersion of uterus, : : : : : : : 219 
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Inversion of uterus during labour, 
e partial, due to fibroids, 

Iodoform and glycerine tampon, . 

» -pessary, ‘ ; 
Irrigation in abdominal section, ; 

. of uterus, 

5 of uterus, Bandl’ 8 method, 

‘ of vagina, 
Teritation of bladder, : 

si ee hs causing pruritus, 


J AUNDICE in pregnancy, 


K EHRER’S method in lacerated cervix, 
Kelly’s method of hysterectomy, 
Kidney changes in hyperemesis, : 
»  decapsulation of, in puerperal eclampsia, 
, disease as a cause of abortion, 
, removal of, for incurable uretero- vaginal fistula, 
Kraurosis vulvae, 


LABOUR, complications of, 
- management of, 
- precipitate, 
a premature, : : : 
Me ne induction of, in hyperemesis, 
prolonged, 
ae tious of cervix, 
ie of perineum, . 
Lactation, excessive, 
s inefficient, 
Fe prolonged, a cause of superinvolution, 
Laparotomy for septic peritonitis, 
‘ Late abortions,’ special treatment of, 
Lawson Tait’s ovum forceps, 
* » trocar for ovariotomy, 
Lead poisoning a cause of abortion, 
Lemon juice in phlebitis, : 
,, in phlegmasia alba dolens, ‘ 
imceuhesy astringent pessary for, 
Ks during pregnancy, 
2 in metritis, 
5s in pruritus vulvae, 
Lichen ruber of vulva, 
Ligatures in gynecology, 
» preparation of catgut, 
. of silk, 
Lipoma of broad ligament, 
3 Of Vulva; 
Liver, acute yellow atrophy of, 
, changes in hyperemesis, 
,, cirrhosis of, a cause of abortion, 
Local bleeding in uterine therapeutics, 
Lupus of vulva, 
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Lymphatic sepsis of uterus, 
i »» puerperal, 


MALARIA as a cause of abortion, 
pe as a complication of pregnancy, 
Malformations of feetus causing obstructed delivery, 
Mammary abscess, ; 
Management of labour, 
* of pregnancy, 
Manual removal of placenta, 
Markwald’s method of operating in lacerated cervix, 
Marsupialisation, . 
Massage for dysmenorrheva, 
re of ovaries, 
Mastitis, . 3 
Maternal causes of obstructed delivery, ; 
Mechanical obstacles to impregnation, 
Melanoma of vulva, 
Membranes, rupture of, by vulsellum, 
Membranous dysmenorrhea, 
ae vaginitis, ; 
Menorrhagia in uterine fibroids, . 
Menstrual pain, removal of appendages for, 
Mercurial inunction in chronic salpingitis, 
55 Rs in gonorrhea, 
os in odphoritis, . 
. in uterine therapeutics, 
Metabolism i in pregnancy, 
Metritis, 
Metrorrhagia due to uterine fibroids, 
Milk, deficiency of, 
5 excessive secretion of, 
» leg, 
Miscarriage, special treatment of, 
Mitral disease complicating pregnancy, 
SUS, hydatidiform, 
‘ Morcellement,’ 
Morning sickness, 
Mouth affections i in pregnancy, 
Mucous cysts of Bartholin’s ele 
o 5, Of vagina, . 
» _ polypi, 
Multiple fibroids, . ; 
5 pregnancies as a cause of superinvolution, 
Myoma of broad near 
» of uterus, 
Myomectomy, abdominal, 
Myxoma of vulva, 


NABOTHIAN follicles, . 
Napier’s pessary, . 

Needle, Deschamps’, 

Nephritis complicating pregnancy, 
Neuralgia of ovary, 


131, 


48, 66, 72, 158, 


77, 
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Neurosis in dysmenorrhea, 
Neville-Barnes’ axis-traction forceps, 
New-born child, care of, 
Nipples, sore, 

9 treatment of, in pregnancy, 
Nitric acid in membranous dysmenorrhea, 

A » 5, painful caruncle of hymen, 

Noma vulvae, ; 
Novocain as a spinal analgesiac, : 
Nuchal position, 
Nutrient enemata in hy peremesis, 


OBSTETRIC operations, 
Obstructed delivery, 
Obstruction, intestinal, after ovariotomy, : 
Occipito- posterior positions, Cesarean section in, 

ms ‘5 Ss forceps in, 

Re perforation in, 

(Edema of vulva, . 
Omentum, injury of, in perforation of uterus, 
Odphorectomy, 
Odphoritis, 

ss serosa, 
Operation for cancer of Bartholin’s glands, 

Bs for piles and on bowel, 

a for prolapse of ovary, . 

ap for rectocele, 


eS in gynecological cases, “preparation of ‘patient, 
Operations, abdominal, ; 
ws obstetric, 


pelvic, complications after, 
preparation of operator, assistant and nurses, 
of room and surroundings, 


39 

99 

” 29 

S vaginal, , 
Operative treatment for cancer of uterus, 

aa = for anteflexion, 

S for chronic salpingitis, 

Opsonic index in peritonitis, : 

sg , in pyosalpinx, : 
in tuberculosis during pregnancy, 
» in tuberculosis of ovary, . 


Oateomalncin 
Ovaralgia, 
Ovarian deficiency, a cause Of sterility, 

x tumours causing abortion, 

i complicating labour, 

7 - pregnancy, 
Ovaries, massage of, : : 
Ovariotomy, 


Ovaritis, cystic, 
Ovary, abscess of, 
» adenoma of, 
» carcinoma of, 
» Cirrhosis’ of, 
»  dermoids of, 
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Ovary, fibromata of, 
ye  HOTOSis Of; 

hematoma of, 

hernia of, . 

inflammation of, 

neuralgia of, 

papilloma of, 

prolapse of, 

removal of, for osteomalacia, 

resection of, 

» sarcoma of, 

» simple cyst of, 

» tuberculosis of, 

tumours of, causing obstructed deliver; 7. : 
5 of, in pregnancy, 

Ovum forceps, Lawson Tait’s, 


PACKING uterus for hemorrhage in fibroids, 
Pain, intermenstrual, : ' 
Painful caruncle of hymen, 
Pan-hysterectomy, 
Papilloma of vulva, ; 
Papillomatous cysts of ovary, : : 
Paquelin’s thermo-cautery in urethral caruncle, 
Parametritis, 
Parovarian cysts, . ; 
Me tumours a cause of abortion, , 
Partial lacerations of perineum, : 
,, . vaginal hysterectomy for cancer, . 
Paul’s tube, : 
Pedicle, treatment of, in ovariotomy, 
Pediculi pubis in pruritus, 
Pedunculated fibroids, : : 
Pelvic abscess, . : : 
adhesions causing abortion, 
bones, tumours of, causing “obstructed delivery, 
cellulitis, : 
Fe s causing peri-odphoritis, . 
contraction, 
joints, relaxation of, 
» Operations, 
5, - peritonitis, ; 
“ - tubercular, 
presentations, 
Pelvimeter, 
Pelvis, contracted, : ; , 4 : 
an indication for inducing abortion, . 
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ay ” .) ” ” ” premature labour, 


flattened, 
»  hydatids ar 
Pendulous abdomen in pregnancy, 
Perforation of after-coming head, 
of cranium, : ‘ 
in brow presentations, 
in face presentations, 
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111, 204, 206 


‘135, 170 
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Perforation of uterus, 


” ” ” in curetting, ' 
“> » », In hydatidiform mole, 
Perimetritis, 
Perineorrhaphy, 


for rectocele, 
Perineum in prolapse of uterus, 
lacerated, 
Peri-oéphoritis, 
Peritonitis, acute general, “from salpingitis, 
if following curetting, 
As pelvic, 
pe 5, puerperal, 
, tubercular, 
Peri-urethral cysts of vagina, 
Pernicious vomiting of pregnancy, 
Pessary, Albert Smith’s, 
» astringent for leucorrheea, 
BA essentials for adjustment of, 


ne glycerine, 

‘a Hodge’s, . 

ie iodoform, 

- Napier’s, . 

Zwanck’s, 
Phiebitis, . 


Phlegmasia alba dolens, 
Phthisis as a cause of fivenerenocs 
in pregnancy, 
Physometra, : 
Piles, preparation of patient for operation on, 
Placenta, detachment of, by pe 
ce expression of, 
ba manual removal of, 
‘3 previa, . 
” removal of, in ante-partum hemorrhage, 
retained, 
Playfair’ Ss probe, 
Pleurisy during pregnancy, 
Plugging of cervix for accidental hemorrhage, 
. of uterus, 
rs of vagina in accidental hemorrhage, 
Pneumonia in pregnancy, 
Podalic version, 
%» in prolapse of cord, 
Poisons causing abortion, . 
Polypus of uterus, ; 
Polyvalent antistreptococcic serum, 
Position of patient after ovariotomy, 
Posterior colporrhaphy for rectocele, 
Post-operative peritonitis, 
Post-partum douching, 
” » hemorrhage, : ‘ ‘ 
oF i. - due to double uterus, . 
a in uterine inertia, 
Postaral treatment j in transverse presentation, 
Prague method in pelvic presentations, 


271 


PAGE 


220 


"10, 24, 33, 181 


24 
137 


146 et seq. 


107, 


19, 108, 


. 06, 
69, 210, 


19, 203, 


210 


235 
161 
104 
217 


204 


153, 154 


138, 


125 
184 
139 


272 A TEXTBOOK OF TREATMENT 


PAGE 

Precipitate labour, : : : : : , 103 
regnancy, complications of, : : é . ; 5 158 
is management of, : ; : : : ; 165 

i rachis grelbignin § in, : : : : 77 

% pernicious vomiting in, : : ; ; 75 
vomiting of, . 4 ; : ; : : 166 

Premature labour, due to pneumonia, 161 
Pe Induchion Ol,a0, ; 103, 136, "159, 160, 161, 163, 164 

Preparation of catgut ligatures, . 104 
- of patient for abdominal section, ; : : 118 

s of patient for gynecological operations, : ; : | hy 

i of patient for operations on piles and bowel, . ; 119 

3 of patient for vaginal operations, . : ‘ : 119 

be of patient in labour, . : ; : : : 96 

Ms of room for labour cases, 5 F : : 96 

e. of room and surroundings for operation, é : ' Lbs 

of silk ligatures, ; : ; ; . : 105 

Preputial adhesions, : : : : : : : 25 
Presentation of brow, : ; . : ; : , 16 
. » 5, application of forceps in, . ; ; : 63 

a of face, : ; : ‘ : Do 

5 9, application of forceps i ill, aes é 5 : 62 
Presentations, pelvic, : : ; ; : ; 141 
:, » rotation of face, ; : 5 , ; 146 

- transverse, : ; / 3 : ; 194 
Prevention of puerperal fever, . : : : : : 175 
Preventive treatment of abortion, ; : ; : ; 1 
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Salpingitis, 

- tubercular, 
Salpingostomy, 
Sapreemia, puerperal, 
Sarcoma of cervix, 


be of ovary, 
3 of uterus, 
ie of vulva, 


Scarlatina during pregnancy, 
Schatz method in face presentations, 


Schroeder’s operation for lacerated cervix, 
Schiiltze’s method of artificial respiration, 


Sebaceous cysts of vulva,. 

Secondary post-partum hemorrhage, 
‘A uterine inertia, 

Section, abdominal, 


5 drainage in, 
, ‘4 irrigation in, 
“ Cesarean, 
Senile vaginitis, 
. causing pruritus, 


Sepsis, lymphatic, of uterus, : 
Septic absorption complicating abortion, . 

5, puerperal endometritis, 
Septiceemia, puerperal, 
Sequelae of metritis, 

f of ovariotomy, 

Serum treatment, 
Sessile fibroids, 
Shoulder impacted, 
Sickness, morning, 
Silk ligatures, preparation of, 
Silk worm- gut ligatures, 
Simon’s speculum, 

3 treatment of lacerated cervix, 
Simple vaginitis, 

» vulvitis, 
Sims’ speculum, 

5 vaginal dilator, 
Sitz baths, 
Skene-Goodman catheter, 
Skene’s glands, excision of, 
»  1n pruritus vulvae, 

Sloughing of wall of uterus, 
Smallpox during pregnancy, 
Smellie’s method in pelvic presentations, 
Smith’s, Albert, pessary, . 
Sore nipples, : 
Sound, bladder, 
Southey’s needles, in cedema of vulva, 
Speculum, Fergusson’s, 
forceps, 
rectal, 
Simon’s, 
Sims’, . 
two-bladed, 
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- due to atresia of Fallopian tube, 
ee due to peri-odphoritis, 


Stili-birth, : 

Stone in bladder, complicating labour, 
Subinvolution of uterus, 

Subtotal hysterectomy, . 

Sudden death from phlebitis, 

» in labour, 
Sapcennohition of uterus, 
Supravaginal amputation of cervix, 

- hysterectomy, 
Surgical operations during pregnancy, 


Sutures, 
Swabbing uter us, . ‘ 
Symphysiotomy, . : 
Syncytial cells, a source of poison in eclampsia, : 
Syncytioma malignum, 
Syphilis, a cause ‘of abortion, 
sf during pregnancy, 
< of vulva, 
Syringe, Higginson’s, 
Systemic embolism, 


Suspension of uterus, ; 48, $8, 132, 223, 


TAMPON, dry boric, 


os glycerine, 
Fe introducer, 
ee iodoform and glycerine, 
: in uterine therapeutics, 


prepared sheep’s wool, 
Tapping the uterus, 
Tears of perineum, 
Tetanus in puerperium, 
Therapeutics, uterine, 
Thermo-cautery in uterine therapeutics, | 
Thread, Irish linen, for ligatures, 
Threatened abortion, 
Thrombo-phlebitis, 
Thrombus, 
Toxeemic vomiting of pregnancy, 
Trachelorrhaphy, 
Transfusion of saline, : 4 
x » », into umbilical cord, 

Transverse presentations, 
Traumatic post-partum hemorrhage, 
Tubal abortion, 

» gestation, . 
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Tubal inflammation complicating suspension of uterus, 
» pregnancy, 

Tuberculous cystitis, 

Tuberculin, use of, in uterine Aiseases 

Tuberculosis, a cause of abortion, 


- in pregnancy, 
ia of ovary, 

- of uterus, 

a of vulva, 


Tuberculous salpingitis, 
Tubo-ovarian abscess, : 
Tumours as a cause of abortion, . 


rf » 9 9», Of obstructed delivery, 
2 of vulva, 
Twins, 


Tympanites uteri, 
Typhoid in pregnancy, 


ULCER of bladder, 
Ulcers, puerperal, 
Umbilical cord, prolapse of, 

x - rupture of, : : 

», in pelvic presentations, 

Unavoidanle heemorrhage, 
Unhealthy discharges, causing sterility, : 
Ureter, implantation of, 


» injury of, : : : ' Je LDS STIG: 
Uretero-vaginal fistula, ‘ 5 , 
Ureters, separation of, in Wertheim’s operation, : 
Urethral caruncle, : 

Urethritis in pruritus vulvae, 
Uro-bacillus liquefaciens in cystitis, 
Uterine catheter, Bozeman’s, 

» cavity, exposure of, 

, disease, prevention Of 

, displacements, a cause of abortion, 

» fibroids, 

. x Abdominal erncleation of, 

Sy ke as a cause of abortion, , 

i if > 99 95 Of partial inversion, 

rn A during pregnancy, 

‘, S hemorrhage from, 

of ss ‘“morcellement’ for, 

9 inertia, . 

ss “ after delivery of twins, 

oe : as a cause of retained placenta, : 

- a as an indication for the use of forceps, 

»  polypus, 

» sound, 


, therapeutics, 
Utero-sacral ligaments in Wer theim’s operation, 
Utero-vesical fistula, 
Uterus, abscess of, 

, adenoma of, 

5  adenomyoma of, 


133, 


203, 
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Uterus, anteflexion of, ., 


% complicating pregnancy, 


tte en of 
atrophy of, 
cancer of, ‘ 
,, complicating pregnancy, 

catheterisation of, : 
double, 
fibrosis of, 
foreign bodies i in, 
gravid, in ovariotomy, 
hernia of gravid, 
hour-glass contraction a 
incarceration of retroverted gravid, 
inertia of, 
gaaenna ion of, 
inversion of, 
irrigation of, 
lymphatic sepsis of, 
partial inversion of, 
perforation of, 
prolapse of, ‘ 

- of, in cystocele, 

a of gravid, 
retroflexion of, 
retroversion of, : 

es of, in cystocele, 
rupture of, . 
sarcoma of, 
subinvolution of, 
superinvolution of, 
suspension of, 
tuberculosis of, 
vagino-fixation of, 
ventro-fixation of, 


9) 99 


VACCINE treatment in tuberculous salpingitis, 
Vagina, affections of, complicating labour, 
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cysts of, 

foreign bodies i in, 
inflammation of, 

injuries of, 

irrigation of, 

plugging of, 

prolapse of, during pregnancy, 
thrombus of, 

tumours of, 


Vaginal adhesions, 


dilator, hydrostatic, 
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hysterectomy, 
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Vaginal hysterectomy for deciduoma malignum, 


ss S for fibrosis, 

> 2 for tuberculosis, 

" ms for sarcoma, 

$5 on partial, for cancer, 


» operations, preparation of patient for, 
, rest, vulcanite, ; 
», retractor, 
3 Septum, 
>, stenosis, . 
Vaginismus, 
Vaginitis, : ; ; 
; as a cause of abortion, 
ios OL PLUTIOUS, 
Vagino- fixation of uterus, : 
Varicose veins during pregnancy, 
Varix of vulva, : ; 
st sn Causine pruritus, 
Venereal warts, 
Venesection in puerperal eclampsia, 
Ventro-fixation of uterus, 
Vermiform appendix in ovariotomy, 


Version, : 
a external; for pelvic presentations, 
3 in placenta preevia, 


- internal podalic, for transverse presentations, : 


prophylactic, 
Vesical calculus complicating labour, 
> irritability, 
in pruritus, 
Vesico-vaginal fistula, 
Vomiting ‘of pregnancy, 


a i ns neurotic, 
= ie Pe non-toxeemic, 
_ ~ ns pernicious, 
toxemic, 
Vulsellum, ‘pullet- forceps, 
" strong, 


Vulva, abscess of, : 
% congestion of, in pruritus, 
» cutaneous Oiveaven of, 
os) Cysts.o1, 
,  elephantiasis of, 
»  erysipelas of, 
» gangrene of, 
,», hematoma ae 


sf yall indication for forceps, 
», Injuries of, 
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MEDICAL GYNECOLOGY 


By HOWARD A. KELLY, A.B., M.D. 


Fellow of the American Gynecological Society ; Professor of Gynecological Surgery 
in the Johns Hopkins University, and Gynecologist to the Johns Hopkins 
Hospital, Baltimore, etc. Author of ‘Operative Gynecology’ 


Illustrated. Royal 8vo. Cloth. 25s. net 


This new Medical Gynecology, in conjunction with the author’s 
work on Operative Gynecology, represents the individual know- 
ledge the author has obtained and collected through his long 
experience and connection with the subject of Gynecology at Johns 
Hopkins Hospital, Baltimore. 


The trend of Gynecology for the past quarter of a century has 
been to place all gynecological cases more and more exclusively 
in the hands of the surgeon. It now seems a fitting time to turn 
to the general practitioner and ask him to re-assume the burden of 
a large number of these cases, so far at least as concerns the important 
principles of Prophylaxis, Hygiene, and Diagnosis, also the treatment 
of those cases which do not call for aggressive surgery, and cases in 
that most important period when they have left the hands of the 
surgeon. 


Certain minor operative procedures, such as the treatment of 
displacement of the uterus, dilation and curettage, have been dwelt upon 
here for the purpose of aiding those practitioners who are constantly 
thrown upon their own resources. 


OPERATIVE GYNECOLOGY 


By HOWARD A. KELLY, A.B., M.D. 


Second Edition. Revised and Enlarged 
In 2 volumes. Illustrated. Royal 8vo. Cloth. 43, 3s. net 


‘The volumes are of the highest merit, will long remain the 
standard work upon the subject of which they treat, and should be 
in the hands of all gynecologists and surgeons performing pelvic 
operations. —Lancet. 


SIDNEY APPLETON, 25 BEDFORD STREET, LONDON 


OBSTETRICS 


A Text-Book for the use of Students and practinoners 
By J. WHITRIDGE WILLIAMS 


Professor of Obstetrics, Johns Hopkins University ; Obstetrician in Chief to eS 
_ Johns Hopkins Hospital ; Gynecologist to the Union 
Protestant Infirmary, Baltimore 


Second Edition. Revised and Enlarged 
With 666 Illustrations in the text and 8 Coloured Plates 
Royal 8vo, Cloth. . 25s. net 


This new second edition of Williams’s Obstetrics, while bringing 
the entire book up to date, contains some important changes, among 
which are the following :— 


A chapter is included on Embryology, entirely written and brought 
into accord with the latest investigations on the subject. 

The chapter on ‘Wapraniaares se of Pregnancy, Toxszmia of Pregnancy, 
is entirely rewritten. 

An illustrated section on Vaginal Cesarean Section is added, also 
an illustrated section on-Pubiotomy. 

A section will also be found on Funnel Pelves, their recognition and 


practical significance. 


REVIEWMOR SRE FIRS he DEnRiON 


‘The appearance of a work on Obstetrics from the pen of Professor 
Whitridge Williams is a matter for congratulation. The amount of 
research which he has carried out upon many subjects in this field of 
medicine, and the high character of all the work emanating from the 
Johns Hopkins University, render the book one of special interest. 
The manual is easy to read, not only because the author has a pleasing 
style, but also because he has arranged his material in a number of 
relatively short and concise chapters. The work can be recommended 
not only because it is well up to date, but because many of the methods 
of treatment advocated, although not in common practice at the 
present time, are likely to be the current teaching of the future.’— 
Lancet, 


SLUNEY @APRUE TON, +25. DE DKORD SIRE Pe SLONDON 


-THE DIAGNOSTICS OF 
_ INTERNAL MEDICINE 


By GLENTWORTH REEVE BUTLER, A.M., M.D. 


Chief of the Second Medical Division, Methodist Episcopal Hospital ; 
Attending Physician to the Brooklyn Hospital ; Consulting 
Physician to the Bushwick Central Hospital, 
Brooklyn, N.Y.; Fellow of the New York 
Academy of Medicine, etc. 


Second Edition. Revised and Enlarged 
Illustrated. Royal 8vo.- Cloth. 25s. net 


‘We welcome the second edition of this excellent clinical treatise 
upon the recognised principles of medical diagnosis. Much care has 
evidently been expended in revising the present edition and bringing 
it up to date. It is a book which may safely be recommended to 
medical practitioners.’—/Practitioner. 

‘We may express the opinion that Dr. Butler’s work on Diagnosis 
is undoubtedly the best work of its kind.’—Laucet. 

‘The book is surprisingly accurate, and we heartily commend it. 
The illustrations are satisfactory, and exceptionally numerous.’—4ritish 
Medical Journal. 

‘This book is admirable in arrangement, very attractive in ‘its 
exceptional illustrations and typography, and presents a great catalogue 
of facts in a manner which permits of their ready selection and use. 
Its practical character, combined with a profusion of illustrations and 
diagrams, simplifies and lends interest to a subject which is often 
difficult and abstract. Ingenious diagrams and charts are frequently 
used, which leave in the mind a clear picture of the lines and limits 
of physical signa, and make lucid the complicated phenomena of the 
- nervous system. The section on pain in the abdomen and viscera 
is of as much interest to the surgeon as to the physician. On the 
whole, this volume may be considered the best of its kind in the 
language. Its attractive style and artistic merits add considerably to 
its value.’ — Annals of Surgery. 


SIDNEY APPLETON, 25 BEDEORD STREET; LONDON 


THE DISEASES OF | 
INFANCY AND CHILDHOOD. 


By L. EMMETT HOLT, M_D., Sc.D., LL.D. 


Professor of Children’s Diseases: in the College of Physicians and Surgeons 
(Columbia University), New York ; attending Physician to the Babies’ 
and Foundling Hospital, New York ; Consulting Physician to 
the New York Infant Asylum ; Lying-in Hospital, 
Orthopedic, and Hospital for the Ruptured 
and Crippled 


Fourth Edition. Revised and Enlarged 
Illustrated. Royal Syq. wClot. . 25s. net 


‘One of the most complete practical textbooks on the subject, 
and a most trustworthy book. The book is especially valuable on 
account of the accuracy with which it is compiled, and the careful 
deductions which have been drawn from the statistics gathered.’— 


Practitioner. 


a B31 all respects Dr. Holt’s book may be accepted as a standard 
work of reference. In our opinion there is no work on the subject 
of the diseases of infancy which is comparable with this volume.’— 


Lancet. 


‘Professor Holt’s work can be confidently recommended to prac- 
titioners who desire a comprehensive and authoritative textbook of 
Pediatrics.’ —Scottish Medical and Surgical Journal. 


‘Every care has been taken to bring the volume up to date. The 
illustrations are well chosen and well executed.—LZadinburgh Medical 


J ournal, 


‘In reviews of former editions we recorded our appreciation of 
this work, and expressed the opinion that it was one of the best 
extant on children’s diseases. ‘The work is now so firmly established 
as a standard textbook that lengthy criticism is uncalled for.’—Bvitish 


Medical Journal. 


SIDNEY “APPLETON, #5 BEDFORD SPREET, LONDON 
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